The lived experience of a mindfulness based stress reduction intervention provided to caregivers of stroke survivors by Moran, Eleanor
 
  
The Lived Experience of a Mindfulness Based Stress Reduction Intervention provided 
to Caregivers of Stroke Survivors 
 







Dr. Maggie Lawrence 
School of Health & Life Sciences, Glasgow Caledonian University  
& 
Dr. Barry Coughlan 











Thesis submitted to the University of Limerick in fulfilment of the requirements for the 







I declare that this thesis is entirely my own work, other than the counsel of my supervisors, is 
an accurate reflection of work, and has not been submitted as part of another degree at the 




_________________________________      _______________  






To the nine caregivers who participated in this study, I admire the strength and 
compassion you show every day in your role as a caregiver. Thank you for your time and 
willingness to participate, without which there would be no project. I felt truly privileged to 
have met with each of you and heard your stories. Your honesty and openness was powerful 
and I have tried to do justice to your words.  
To Dr. Maggie Lawrence, I would like to thank you for all your support, guidance, 
reassurance, positivity, and motivation. You have inspired me as a researcher with your 
enthusiasm, passion, and with the ease at which you supervise and encourage your student.  
Your feedback has proved invaluable to the project and I am so grateful for all your help. In 
the short time that I have known you, you have been brilliant, thank you. 
I would also like to thank Dr. Barry Coughlan for his supervision through the project.  
I would like to thank the programme staff, in particular Tom Kennedy for all his help 
throughout the programme.  
To the members of the Community Neuro-Rehab Team from where I recruited the 
caregivers, I would like to thank you for facilitating the research and your words of 
encouragement.  
To Dr. Louise Peoples and Mr. Simon Wale, thank you for helping me translate my 
research idea into a reality. Thank you both for your willingness and openness to the research 
idea, and for skilfully facilitating the MBSR programme, from which so many caregivers have 
benefitted. Your easy going and can-do attitude was a breath of fresh air and I thoroughly 
enjoyed working with you both. I am so grateful for your help and support during this project.  
To Kris, you are one in a million. Thank you for keeping the lighter side of life present 
throughout this process. Your belief, encouragement and support kept me going. Nothing 
seems too difficult when I have you by my side.  
To my mother Helen and father Jimmy who inspired this project. You’re both the best 
in the world. Despite everything, you have always managed to provide me with constant 
encouragement and support. I am forever grateful for all the opportunities in life you have 













Introduction: Mindfulness-Based Stress Reduction (MBSR) has shown to be a promising 
intervention to support caregivers with several quantitative studies demonstrating clinically 
significant improvements in psychological outcomes. However there is a dearth of qualitative 
research exploring caregivers’ subjective lived experience of Mindfulness-Based Stress 
Reduction. The current study aimed to explore the uncharted areas of caregivers of stroke 
survivors’ lived experiences of this intervention and gain a richer understanding of their 
perspective on its meaning and value in supporting them to manage the psychological 
symptoms that impact them in their caregiving role. 
Method: A qualitative design was used involving the completion of semi-structured interviews 
with nine caregivers who had participated in Mindfulness-Based Stress Reduction in a 
community setting. Interviews were audio recorded and transcribed verbatim for analysis. The 
focus of the interview was on caregivers of stroke survivors’ lived experiences of the 
programme. 
Results: Using Interpretative Phenomenological Analysis, three superordinate themes 
emerged from the data, each with descriptive titles:  Life after Stroke: ‘I am a stroke victim as 
well’, Growth through Mindfulness: ‘We were invigorated by it’ and A Shared Journey through 
Mindfulness: ‘You just felt you weren’t on your own’. 
Discussion: The findings demonstrate how Mindfulness-Based Stress Reduction has the 
potential to improve the psychological well-being of caregivers of stroke survivors and thus 
support them in their caregiving role. The findings also highlight the impact of group effects 
on caregivers of stroke survivors’ experiences of Mindfulness-Based Stress Reduction. This 
study advances the literature by providing narrative richness to studies demonstrating the 
effectiveness of Mindfulness-Based Stress Reduction for caregivers. The findings are 
discussed in the context of existing literature, and the limitations and strengths of the study are 
highlighted. Suggestions for clinical practice, policy and future avenues of research are 
presented.  
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Chapter One: Introduction 
“We can make our minds so like still water that beings gather about us, that they may see, it 
may be, their own images, and so live for a moment with a clearer, perhaps even with a 
fiercer life because of our quiet” 
(William Butler Yeats, 1893) 
 
1.1 Overview of Present Study  
In the Republic of Ireland, approximately 10,000 people experience a stroke each year 
and as a consequence there is upward of 30,000 people currently living in the community with 
residual physical, cognitive and psychological deficits. Resulting from these deficits, stroke 
survivors often require extensive and demanding care (Irish Heart Foundation, 2016). 
Caregivers are frequently the primary source of support for stroke survivors. The 
burden associated with the caregiver role, and the linked negative psychological outcomes have 
been documented extensively in the literature (Monaghan, Horgan, Blake, & Cornall, 2011). 
Atteih and colleagues (2015) investigated the long-term psychological consequences of being 
a stroke caregiver in Ireland in a prospective study (ASPIRE-S). They found that over one-
third of caregivers were classified as anxious while almost one fifth were classified as 
depressed. McLennon, Habermann, and Davis (2010) suggest that the negative psychological 
impact on caregivers’ well-being can result in the breakdown of care and the institutionalisation 
of stroke survivors, imposing substantial cost on the healthcare system. In 2007, the healthcare 
cost of stroke in Ireland was estimated to be in the region of €489–€805 million (Smith et al., 
2011). While the economic value of stroke caregiving has not been officially captured, the cost 
of nursing home care for stroke survivors accounts for the largest proportion of total stroke 
costs in Ireland. Caregivers are therefore an essential resource. The psychological needs of 
caregivers of stroke survivors must be addressed in order to safeguard their mental health and 
to sustain them in their caregiving role (Greenwood, Mackenzie, Harris, Fenton, & Cloud, 
2011).  
The Irish Heart Foundation National Audit of Stroke Care (INASC) has highlighted 
major deficits in the provision of information, support and services to Irish caregivers of stroke 
survivors in community settings (Horgan, Hickey, McGee, & O’Neill, 2008). Internationally, 
a range of interventions targeted towards caregivers of stroke survivors have been investigated. 
However the current available evidence supporting the effectiveness of non-pharmacological 
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interventions is generally inconsistent and weak (Cheng & Chau, 2014; Legg et al., 2011; 
Eldred & Sykes, 2008; Brereton, Carroll, & Barnston, 2007; Visser-Meily, Van Heugten, Post, 
Schepers, & Lindeman, 2005). Therefore, there is a need to explore alternative interventions to 
support caregivers of stroke survivors. 
Mindfulness-Based Stress Reduction (MBSR) is a structured 8-week psychoeducation 
programme which was initially developed for patients with chronic pain and stress-related 
conditions (Kabat-Zinn, 1990). Previous research on MBSR has shown clinically significant 
reductions in medical and psychological symptoms in both clinical and non-clinical 
populations (Bohlmeijer, Prenger, Taal, & Cuijpers, 2010; Hoffmann, Sawyer, Witt, & Oh, 
2010; Fjorback, Arendt, Ørnbøl, Fink, & Walach, 2011; Goyal et al., 2014; Gothink, 2015).  
Mindfulness is defined as ‘the awareness that emerges through paying attention on purpose, in 
the present moment, and nonjudgmentally to the unfolding of experience moment to moment’ 
(Kabat-Zinn, 2003, p. 145). In the past decade, MBSR has begun to establish its effectiveness 
in improving the psychological health of caregivers of individuals with various conditions 
including neurodegenerative diseases, chronic pain and cancer (Liu, Sun, & Zhong, 2017; Li, 
Yuan, & Zhang, 2015; Hou et al., 2014; Lenacher et al., 2010) 
Within the literature, there is a noticeable dearth of qualitative research aimed at 
exploring all caregivers’ experiences of MBSR, despite the growing quantitative evidence. 
There is an increasing recognition of the valuable role of qualitative research in bolstering 
evidence-based healthcare (Pearson, 2010). Pearson, Wiechula, Court, and Lockwood (2005) 
suggest that qualitative research has a role to play in exploring and explaining intervention 
effectiveness from a person-centered perspective, in addition to addressing questions related to 
intervention meaningfulness, feasibility, usability, and appropriateness. Furthermore, 
qualitative research is particularly well suited to understanding the MBSR experience as 
mindfulness is a highly subjective and experiential phenomenon with an emphasis on first 
person perspective (Segal, Teasdale, Williams, & Germar, 2002).  
The current study utilises a qualitative interpretative phenomenological approach (IPA) 
to explore caregivers of stroke survivors’ experiences of MBSR in an effort to gain a richer 
understanding of caregivers’ lived experience of the programme. This study also aims to 
explore MBSR’s meaning and value in supporting caregivers to manage the psychological 
symptoms that impact them in their caregiving role. To the knowledge of the researcher, there 
are currently no known studies exploring caregivers of stroke survivors’ lived experience of 
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MBSR. Given the gap in the literature, this exploratory study sought to advance the limited 
literature on caregivers’ experiences of MBSR and provide the foundations for a greater 
understanding of its role in supporting caregivers of stroke survivors. 
1.2 Thesis Structure 
The composition of the thesis is as follows: The current chapter provides an overview 
of the content provided in each chapter. Chapter two presents the literature review. Chapter 
three details the methodology. Chapter four presents the results, structured as superordinate 
and subordinate themes. Chapter five explores the findings of the study in the context of 
previous literature and suggests implications for clinical practice, policy and future research.  
1.2.1 Chapter Two: Literature Review  
This chapter begins by outlining the literature review strategy. It defines stroke and 
examines its prevalence in Ireland. The mental and physical health outcomes of caregivers of 
stroke survivors are explored and the results of systematic reviews on psychological 
interventions aimed to support caregivers of stroke survivors are considered. The chapter 
defines mindfulness and explores the current models of mindfulness. The chapter critically 
appraises both the qualitative and quantitative literature on Mindfulness-Based Interventions 
(MBIs), with a particular focus on qualitative studies employing IPA as a methodology. The 
chapter also explores the literature associated with MBI group effects. The chapter finishes by 
examining the predominately quantitative literature on the effectiveness of MBIs for caregivers 
and presents the limited qualitative studies.  
1.2.2 Chapter Three: Methodology  
This chapter discusses the methodology underpinning the study. The rationale for 
utilising a qualitative approach, specifically Interpretative Phenomenological Analysis (IPA) 
to answer the research question is presented. Procedures and stages of analysis as outlined by 
Smith, Flowers, and Larkin (2009) are presented with a worked example provided. The chapter 
includes a description of the recruitment process, participant characteristics and how the 
researcher collected and analysed the interview data. Relevant ethical issues are discussed, 
reflexivity is detailed and validity is documented.  
1.2.3 Chapter Four: Results  
This chapter presents the findings from the IPA analysis of 9 interviews with caregivers 
of stroke survivors. Three superordinate themes emerged, each with descriptive titles: Life after 
Stroke: ‘I am a stroke victim as well’, Growth through Mindfulness: ‘We were invigorated by 
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it’ and A Shared Journey through Mindfulness: ‘You just felt you weren’t on your own’. Each 
theme will be discussed, with illustrative quotes accompanied by supporting interpretative 
comments, and researcher reflective boxes interspersed throughout.  
1.2.4 Chapter Five: Discussion  
This chapter presents a discussion of the research findings. The relevant academic 
literature is considered in light of the findings. In addition to a critical reflection on the research 
strengths and limitations, applications to clinical practice, policy and avenues for future 
research are explored. The chapter concludes with the researcher’s reflections on the research 





Chapter Two: Literature Review 
2.1 Chapter Introduction  
This chapter begins by defining stroke and examines its prevalence in Ireland. An overview 
of the physical and mental health consequences of the caregiver role is detailed. The results of 
systematic reviews on psychological interventions for caregivers of stroke survivors are 
considered and the limited effectiveness of specific interventions studies are noted, 
highlighting the need for further research in this area. The chapter then examines the existing 
literature on the effectiveness of Mindfulness-Based Interventions (MBIs) at improving mental 
and physical health outcomes in clinical and non-clinical populations. The valuable role of 
qualitative research in evidence-based healthcare is discussed and qualitative studies exploring 
participants’ lived experiences of MBIs are presented. An overview of the academic literature 
pertaining to MBIs for caregivers is discussed. It is observed that the literature is almost entirely 
quantitative in nature, with a lack of research providing any narrative richness to caregivers’ 
experiences of MBIs. Other relevant literature areas explored in this chapter include models of 
mindfulness and an overview of Mindfulness-Based Stress Reduction (MBSR). 
2.2 Literature Review Strategy  
A comprehensive structured literature review was conducted which identified published 
articles relevant to the research topic. The following were used: bibliographic databases 
PsychInfo, CINAHL Plus with First Text and Embase. The Cochrane Library was used to 
search across and within the specific databases. Hand searches were conducted by reviewing 
the reference lists of all relevant articles that were identified. Search terms included various 
combinations of the following: Mindfulness-Based Stress Reduction and relevant variants 
(MBSR, mindfulness, Mindfulness-Based Intervention, Mindfulness-Based Cognitive 
Therapy, MBCT), caregiver and relevant variants (carer, informal carer/caregiver, family 
carer/caregiver), caregiver burden (carer burden, caregiver/carer stress/distress, carer/caregiver 
mental health), stroke and relevant variants (cerebrovascular accident, CVA), lived experience 
and associated terms (qualitative, subjective experience, personal narratives). The search 
results revealed centrally relevant articles, of which the titles and abstracts were reviewed and 
identified for comprehensive reading and critique.  
2.3 Stroke  
Stroke is a leading cause of death and disability worldwide (National Institute of 
Neurological Disorders & Stroke, 2014). Stroke is the brain’s equivalent to a heart attack, 
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occurring when the blood supply to a particular part of the brain is interrupted owing to a 
rupture (haemorrhagic stroke) or an infarction (ischemic stroke) of a cerebral artery. Loss of 
blood supply to a particular region of the brain results in damage to the brain tissue. The 
neurological symptoms experienced as a consequence of the damage vary depending on the 
cerebral blood vessel affected. The majority of strokes are not fatal and approximately 30% of 
those who survive a stroke will experience permanent disability which can include physical, 
cognitive, and psychological deficits (National Institute of Neurological Disorders & Stroke, 
2014). 
2.3.1 Stroke in Ireland  
In the Republic of Ireland, approximately 10,000 people per annum experience a stroke 
and there is upward of 30,000 people living in the community with deficits as a result of a 
stroke. The population of Ireland is increasing and the proportion of the population aged 65 
years and older is projected to rise from 11% to 15% by 2021. As age is the greatest risk factor 
for stroke, the incidence of stroke is therefore set to increase. This will inevitably lead to an 
increase in the number of informal caregivers (Layte, 2009).   
2.4 Caregivers 
A caregiver is defined as a person who provides care to a family member or friend in 
the form of help with household tasks (e.g. cooking, cleaning, and shopping) and/or personal 
needs (e.g. toileting, eating and dressing), with the care commitment ranging from 1-hour per 
week to live-in or around-the-clock care (The National Alliance for Caregiving, 2015). The 
caregiver is often defined as the hidden patient, with the needs of the caregiver often 
underestimated (Medalie, 1994). Bialon and Coke (2012) defined ‘caregiver burden’ as the 
psychosocial and physical response to the disproportionate demands put on the caregiver 
through various factors. These factors include personal time, physical and emotional states, 
financial resources, adopting multiple roles, and difficulty accessing formal care resources. The 
risk of caregiver burden is most acute when caring for a person who has a health condition that 
makes significant demands of the caregiver both physically and emotionally (Adelman, 
Tmanova, Delgado, Dion, & Lachs, 2014). A prime example of this is the burden experienced 
by caregivers of stroke survivors.  
2.4.1 Caregivers of Stroke Survivors 
Stroke not only has a significant impact on the stroke survivor, but it extends beyond 
the affected individual to family members who suddenly and unexpectedly find themselves in 
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a caregiving role, often for life (Lawrence & Kinn, 2012). Many family members do not 
consider themselves as caregivers, however this term is commonly used in the literature to 
represent family or informal (unpaid) caregivers. Informal caregivers of stroke survivors most 
commonly are the stroke survivor’s spouse but may also be other family members or friends 
(Greenwood et al., 2011). The literature suggests that caregiving for stroke survivors manifests 
differently to caregiving for individuals with other chronic conditions (Glasdam, Timm, & 
Vittrup, 2010). Stroke is sudden and without warming.  While caregivers of other chronic 
conditions often experience a gradual transition into caregiving, there is a unique absence of a 
gradual transition into caregiving for stroke survivors. There is little time for adaptation and 
for families to acquire the information and skills necessary for the complex responsibilities of 
stroke caregiving (Camack, 2015). Stroke can therefore have a major effect on the 
psychological health of caregivers of stroke survivors. Greenwood and Mackenzie (2010) 
conducted a meta-ethnographic review of qualitative literature examining caregivers of stroke 
survivors’ experiences and surmised that caregivers of stroke survivors undergo a ‘biographical 
disruption’ in their lives, with  their sense of identity becoming challenged and re-evaluated as 
a result of the change and loss experienced. Caregivers of stroke survivors experience profound 
changes in relationships, roles and responsibilities, a loss of autonomy, and the disruption of 
future goals and plans (Greenwood & Mackenzie, 2010).   
2.4.2 Mental and Physical Health of Caregivers of Stroke Survivors 
Caring for a stroke survivor has well-documented detrimental effects on the caregiver’s 
physical and mental health (Loh, Tan, Zhang, & Ho, 2017; Greenwood & Mackenzie, 2010). 
Looking at the prevalence of stroke caregiver burden, Kumar, Kaur and Reddemma (2015) 
examined the extent of burden perceived by caregivers. They found that 63% of caregivers of 
stroke survivors perceived mild to moderate burden, with 7% of caregivers reporting moderate 
to severe burden and 2% reporting severe burden. The distress experienced by caregivers of 
stroke survivors is suggested to be close to three times greater than that in the general 
population (Haley, Roth, Hovater, & Clay, 2015). Study findings have repeatedly demonstrated 
that caregiving distress results in negative psychological outcomes for the stroke caregiver 
(King, Ainsworth, Ronen, & Hartke 2010; Chen & Botticello, 2013). Caregivers are at risk of 
developing anxiety and depression in the weeks and months following stroke (Green & King, 
2009). Loh and colleagues (2017) conducted a meta-analysis on the global prevalence of 
anxiety and depression symptoms in caregivers of stroke survivors and the pooled prevalence 
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of twelve studies (n=1,756) revealed high depression and anxiety symptoms of 40% and 21% 
respectively.  
Research has demonstrated that caregiver distress results in physical health decline 
(Denno et al., 2013). Caregiver distress has been recognised as the primary cause of increased 
mortality for the caregiver and institutionalisation of the stroke survivor (Bakas et al., 2014). 
In comparison to non-caregivers, the distress experienced by caregivers of stroke survivors 
increases their mortality risk by 63% (Schulz & Beach, 1999), and the risk of cardiovascular 
diseases by 23% (Lee, Colditz, Berkman, & Kawachi, 2003).  
Qualitative studies looking at caregivers of stroke survivors have provided rich insight 
into important aspects of caregivers of stroke survivors’ experiences. Cecil, Thompson, 
Parahoo, and McCaughan (2013) suggest that caregivers experience an increased workload, 
taking on tasks previously done by or shared with the stroke survivor, new caring tasks, and 
role reversals. Caregivers of stroke survivors describe the strain experienced in trying to 
manage the competing demands of caregiving responsibilities (Cecil et al., 2013). Caregivers 
often denigrate their own needs and prioritise the needs of the stroke survivor and these self-
sacrificing efforts frequently go unnoticed (Greenwood & Mackenzie, 2010). Caregivers often 
report barriers to socialising with friends and as a result caregivers experience isolation and 
loneliness (Buschenfeld, Morris, & Lockwood, 2009).  
2.4.3 Psychological Interventions for Caregivers of Stroke Survivors  
While the psychological impact of caregiver burden in stroke has been investigated 
extensively, there is a profound dearth of psychological interventions aimed at supporting 
caregivers of stroke survivors. There has been a renewed focus on the needs of caregivers of 
stroke survivors in recent years, leading to increased systematic reviews evaluating quantitative 
interventional studies, and to a lesser extent qualitative research. Cheng and Chau (2014) 
carried out a meta-analysis of 18 studies (RCTs, quasi-RCTs and prospective observational) to 
examine the effectiveness of psychosocial interventions for stroke family caregivers (n=1,723) 
in improving their psychosocial and physical well-being and quality of life. Study quality was 
determined according to the criteria of the Joanna Briggs Institute (JBI) Critical Appraisal 
Checklist for Systematic Reviews and Research Syntheses (2014). All studies were multi-
faceted and included information provision relating to stroke and stroke caregiving. Of the 18 
studies, 16 were grouped as psychoeducation which involved a combination of stroke education 
with psychotherapeutic strategies (e.g. counselling). The most common theoretical 
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underpinnings of psychoeducation were the Stress Coping Theory (Lazarus & Folkman, 
1984) and Cognitive Behavioural Theory (Meichenbaum, 2014). Eight studies focused on 
improving stress-coping skills and five studies focused on enhancing problem-solving skills, 
with three studies combining both. Two online social support groups were conducted, 
promoting the sharing of experiences and feelings with other caregivers through nurse 
facilitated online discussion forums. The results of the meta-analysis suggested two significant 
findings; training caregivers in problem-solving skills and stress-coping strategies in the form 
of face-to-face psychoeducation showed a small beneficial change on caregivers’ family 
functioning (p<.05) and significant reductions in caregivers’ depression levels (p<.05). These 
results are similar to findings in a previous systematic review (Lui, Ross, & Thompson, 2005).  
Legg and colleagues (2011) conducted a systematic review of eight RCTs (n=1,007) of 
non-pharmacological interventions (categorised into support and information provision, 
teaching procedural knowledge/vocational training, and psycho-education) for stroke family 
caregivers compared to no care or treatment-as-usual. Study quality was determined using the 
Cochrane Collaboration quality assessment tool (Higgins & Green, 2011). The primary 
outcome measure being investigated was caregiver stress or strain. The authors reported that 
they were unable to pool the results of all the studies due to substantial clinical, methodological 
and statistical heterogeneity. They found no significant results within either category of 
intervention, with one exception of a single-centre RCT study conducted by Kalra and 
colleagues (2004). Kalra and colleagues (2004) investigated the effects of a vocational training 
type intervention (n=155) and found that teaching procedural knowledge was more effective 
than treatment-as-usual at reducing caregiver-specific stress and strain (p<0.001), general 
stress or distress (p=0.04), depression (p <0.001), and improving health-related quality of life 
(p<0.001). The systematic review conducted by Legg and colleagues (2011) therefore 
concluded that teaching procedural knowledge prior to stroke survivors being discharged 
demonstrated the most promising results. This conclusion, however, is based on one small 
single-centre study.  
While there are varying psychosocial interventions available to caregivers of stroke 
survivors, their effectiveness in reducing caregiver distress has generally demonstrated mild to 
moderate effects (Legg et al., 2011; Cheng & Chau, 2014). Regardless of the skill or 
competence of the caregiver, the likelihood of the caregiver experiencing stress is high (Oken 
et al., 2010). In the past few decades, studies have started to investigate the effects of 
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Mindfulness-Based Interventions (MBIs) on reducing stress in different populations and 
empirical research is beginning to investigate their potential in supporting caregivers.  
2.5 What is Mindfulness? 
Mindfulness is an English translation of the Pali word ‘sati’, originally recorded in 
ancient texts of the Buddha. Sati denotes ‘awareness’, ‘attention’, and ‘remembering’. In the 
Buddhist tradition, sati is a tool used to cultivate wisdom and insight, leading to the alleviation 
of suffering. The word sati was first translated as mindfulness in the English dictionary around 
1921 and since then the definition has been modified for use in psychotherapy encompassing a 
broad range of ideas and practices (Davids & Stede, 1921). Over the past twenty-five years the 
number of scientific papers with the word mindfulness in the title has grown exponentially. 
There has been rich scholarly dialogue regarding how best to define mindfulness as a construct. 
Jon Kabat-Zinn, the most notable pioneer in the application of mindfulness therapeutically,  
provides an operational definition of mindfulness as ‘the awareness that emerges through 
paying attention on purpose, in the present moment, and nonjudgmentally to the unfolding of 
experience moment to moment’ (Kabat-Zinn, 2003, p.145). In a consensus paper on the 
definition of mindfulness, Bishop and colleagues (2004, p.232) proposed that mindfulness is 
‘self-regulation of attention so that it is maintained on immediate experience, thereby allowing 
for increased recognition of mental events in the present moment’. The authors added that 
mindfulness relates to ‘adopting a particular orientation toward one’s experience that is 
characterised by curiosity, openness, and acceptance’, capturing the essential emotional or 
intentional attitude of mindfulness.  
2.5.1 Models of Mindfulness 
A breadth of theoretical models have been developed through which mindfulness is 
suggested to work. Currently the proposed mechanisms remain theoretical, with ongoing 
empirical research. There is no agreed unifying theoretical framework of how mindfulness 
interventions effect change and the psychological mechanisms responsible for the positive 
outcomes observed in research remain difficult to pinpoint (Kabat-Zinn, 2017).  
Baer (2003, p.125) proposed one of the earlier psychological models of mindfulness 
defining it as ‘the non-judgmental observation of the ongoing stream of internal and external 
stimuli as they arise’.  Baer’s (2003) model stresses the significance of intentionally observing 
such stimuli, noticing their transient nature, and desisting from appraising or labelling the 
content of the stimuli. This model posits that ‘mindful awareness’ is developed through the 
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self-regulation of attention onto the present moment, with an attitude of acceptance. 
Underpinning this model of mindfulness are the mechanisms of non-reactivity, non-
judgemental acceptance and cognitive and emotional flexibility.  
Bishop and colleagues (2004) proposed an operational definition (Section 2.5) based 
on similar cognitive processes as Baer (2003). They suggested that the focus of mindfulness 
practice on the present moment enriches an individual’s ability to sustain attention, switch 
attention, and inhibit elaborative processing. These abilities are suggested to redirect attention 
from depressive or anxious rumination to present moment experience, a view endorsed 
elsewhere in the literature (Teasdale et al., 2002; Segal, Williams, & Teasdale, 2012). They 
also suggested an attitudinal component to their model, described as ‘orientation to 
experience’, which encourages engendering an attitude of acceptance, openness and curiosity 
towards feelings, thoughts or sensations. Bishop and colleagues (2004) ultimately propose two 
mechanisms underlying mindfulness; self-regulation of attention and an open and accepting 
attitude towards one’s experience.  
Shapiro, Carlson, Astin, and Freedman’s (2006) model of mindfulness proposes three 
axioms with an interdependent relationship: intention, attention, and attitude.  They are viewed 
as a constellation of mental factors working in conjunction with one another. These axioms 
form the foundation of a mechanism of action model which proposes that ‘intentionally 
attending with openness and non-judgmentalness leads to a significant shift in perspective 
termed as reperceiving’ (Shapiro et al., 2006, p. 5). Reperceiving is categorised as a ‘meta-
mechanism of action’, which four further mechanisms stem from: self-regulation, value 
clarification, cognitive, emotional and behavioural flexibility, and exposure. Shapiro (2009) 
extends this model to argue that all of these mechanisms collectively lead to change and 
positive psychological outcomes.   
Hölzel and colleagues (2011) more recently proposed the theory that mindfulness 
meditation works through a number of mechanisms including the regulation of attention, 
regulation of emotion, an awareness of the body and a fluid perspective of the self. These 
axioms have integrated self-report measures, experimental data and functional and structural 
neuroimaging studies and suggest several neural processes underlying the four mechanisms. 
They propose that the mechanisms work synergistically, forming a process of enriched self-
regulation.  In the model, mindfulness practice is linked with changes in neural activation 
patterns and neuro-plasticity (Hölzel et al., 2011). While there remains ongoing scientific work 
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to identify the psychological and neural processes that underpin the mechanisms of action in 
mindfulness, both currently remain unclear.  
2.5.2 Mindfulness-Based Stress Reduction  
While mindfulness originates from Eastern traditions, its recent popularity in Western 
psychology is largely due to the development and widespread application of standardised 
Mindfulness-Based Interventions (MBIs). MBIs integrate the essence of traditional 
mindfulness practice with contemporary psychological practice, in order to improve 
psychological functioning and well-being. Mindfulness-Based Stress Reduction (MBSR) is 
perhaps the most well-known mindfulness intervention in the scientific literature. MBSR was 
developed by Jon Kabat-Zinn at the University of Massachusetts Medical School (Kabat-Zinn, 
1982) and has been utilised as a ‘training vehicle’ to help relieve the pain and distress of people 
living with chronic health conditions, teaching them how to relate in new ways to life’s 
challenges (Kabat-Zinn, 2013). It is posited that MBSR helps people to ‘learn that habitual 
reactive patterns stem from unhelpful habits of the mind; that fear, denial and discrepancy-
based thinking create and exacerbate distress; and that skilful ways of relating to experience 
can be developed through awareness, wise discernment and practice which offer the potential 
for (moments of) freedom from reactivity’ (Crane et al., 2017, p.23). Mindfulness-Based 
Cognitive Therapy (MBCT) is another standardised MBI which is grounded in MBSR, 
however it was specifically designed to support individuals suffering from recurrent depression 
(Segal et al., 2002) 
2.6 Evidence for Mindfulness-Based Interventions: Quantitative Findings  
There has been a surge in research in the past decade looking at Mindfulness-Based 
Interventions (MBIs) aimed at improving both an individual’s psychological functioning and 
their ability to cope with physical conditions (Bohlmeijer et al., 2010; Hoffmann et al., 2010; 
Fjorback et al., 2011; Goyal et al., 2014; Gothink, 2015).    
Bohlmeijer and colleagues (2010) summarised the results of eight RCTs (n=667) 
examining the benefits of MBSR training for adults with chronic medical conditions (cancer, 
chronic pain, fibromyalgia, chronic fatigue syndrome, and rheumatoid arthritis). Risk of bias 
was assessed using the Cochrane Collaboration’s assessment tool (Higgins & Green, 2005). 
Beneficial effects were found, with effects sizes of small to moderate for depression (d=0.26), 
psychological distress (d=0.32), and anxiety (d=0.47).  
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A meta-analytic review by Hofmann and colleagues (2010) examined 39 MBI studies 
(RCTs, controlled trials, and observational studies) (n=1,140) in a clinical sample of 
participants diagnosed with a psychological or physical/medical disorder. The results 
highlighted that the pre to post treatment data in the overall sample demonstrated moderate 
effect sizes for reducing depression (g = 0.59) and anxiety symptoms (g = 0.63). They also 
found that mindfulness training for those with anxiety and mood disorders was associated with 
a much greater effect size of 0.97 and 0.95, respectively. Notably the maintenance of effects 
were observed at follow-up but not associated with attendance at treatment sessions. 
Fjorback and colleagues (2011) carried out a systematic review of 21 RCTs (n=1,992) 
utilising the standard MBSR or MBCT intervention. The effectiveness of MBSR in improving 
the mental health of clinical and non-clinical populations, and reducing symptoms of 
depression, anxiety and stress was supported. MBCT demonstrated particular effectiveness for 
recurrent depression. For each condition a range of effect sizes were reported, showing MBIs 
to be effective at improving depressive symptoms (d range: 0.26-1.34; RCT n= 14), anxiety (d 
range: 0.23-1.54; RCT n= 8) and reducing perceived stress/psychological distress (d range 
0.30-0.64; RCT n=8). The quality of the studies included in both Hoffman and colleagues 
(2010), and Fjorback and colleagues (2011) were assessed independently by reviewers with no 
formal quality appraisal tool referenced in the papers.   
Goyal and colleagues (2014) conducted a meta-analysis examining a total of 47 RCTs 
(n=3,515) to establish the efficacy and comparative effectiveness of MBIs to active control 
groups in improving stress-related outcomes in adult clinical populations. The sample consisted 
primarily of the primary care population. It included conditions such as depression, anxiety, 
chronic worry, stress, insomnia, cancer, diabetes, substance misuse, heart disease, pulmonary 
disease and HIV infection. Results demonstrated that compared to other active control groups, 
MBIs demonstrated the best evidence. They found improved anxiety scores immediately post 
intervention (d=0.38), with 3-6 month follow-up showing a small decrease (d=0.22); improved 
depression scores immediately post intervention (d=0.33), similarly at 3-6 month follow-up 
showing a small decrease (d=0.23). Insufficient evidence was demonstrated for mental health 
related quality of life and stress-related behaviours including disordered sleep, substance use 
and weight management. From the results of the meta-analysis, Goyal and colleagues (2014) 
deduced that the effectiveness of MBIs were comparable to other active treatments such as 
exercise, cognitive behavioural therapy and relaxation training. The quality of the studies were 
assessed based on the recommendations in the Methods Guide for Conducting Comparative 
Effectiveness Reviews (2010), supplemented with additional assessment questions based on 
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the Cochrane Collaboration’s risk-of-bias tool (Higgins & Green, 2011). Limitations noted by 
Goyal and colleagues (2014) include methodological inconsistencies with high levels of 
attrition, a lack of blinding and a lack of intention-to-treat analyses. Given the primary care 
sample utilised, findings are limited to this population.  
Gotink (2015) investigated 23 systematic reviews and meta-analyses covering 115 
RCTs (n=8,683) of MBIs on adults with various mental and physical health conditions, in 
clinical and non-clinical populations (cancer, chronic pain, cardiovascular disease, chronic 
somatic disease, depression and anxiety). Compared to wait-list control and treatment as usual, 
MBIs significantly improved depressive symptoms (d=0.37), anxiety (d=0.49), stress (d=0.51), 
quality of life (d=0.39) and physical functioning (d=0.27). The study utilised the PRISMA 
guidelines for assessing quality in systematic reviews (Moher, Liberati, Tetzlaff, Altman, & 
Group, 2009). Limitations included the heterogeneity within patient categories, a risk of 
publication bias and limited long-term follow-up in several studies. 
The papers detailed above are representative of relevant high quality systematic and 
meta-analytical studies conducted in the past ten years demonstrating the effectiveness of 
MBIs, however the literature is extensive. While evidence of effectiveness is necessary in 
intervention studies, such evidence fails to answer the full range of questions posed in clinical 
practice (Pearson et al., 2005). The Joanna Briggs Institute (JBI) model of evidence-based 
healthcare, a developmental framework of evidence-based practice, recognises that healthcare 
professionals are not restricted to evidence of effectiveness to inform their clinical decision 
making. They suggest that healthcare professionals also consider evidence of meaningfulness 
feasibility, and appropriateness in clinical practice (Pearson et al., 2005). 
2.7 Evidence for Mindfulness-Based Interventions: Qualitative Findings  
Evidence-based practice in healthcare has been conceptualised as clinical decision-
making based four components which include appraisal of the best available evidence, the 
setting in which the care is delivered, patient preference and clinical judgement of the 
healthcare professional (Pearson, Jordan, & Munn, 2012). The JBI model posits that a clinically 
important and relevant type of evidence, other than effectiveness sought by clinicians in clinical 
decision making, is that of intervention meaningfulness (Pearson et al., 2005). Meaningfulness 
is defined as the extent to which an intervention is experienced positively by the patient and 
relates to personal experience, beliefs, opinions, values, thoughts and interpretations (Pearson 
et al., 2005).  
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Expanding the body of evidence-based practice relating to MBIs are studies examining 
qualitative accounts of the meaning participants’ attribute to their subjective experience of 
participating in MBIs. Table 1 below provides a sample of high-quality studies of clinical and 
non-clinical adult populations utilising semi-structured interviews or focus groups examining 
participants’ experiences of MBIs (MBSR/MBCT or adaptations of either).  The purpose of 
this review is to provide a summary of the qualitative findings, as opposed to a qualitative 
meta-synthesis seeking to generate new and inductive interpretations of participants’ MBI 
experiences (Noblit & Hare, 1988). Due to restrictions of thesis word length, the findings of 
studies employing only an Interpretative Phenomenological Analysis (IPA) methodology are 
discussed in further detail. 
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Table 1. Qualitative Studies examining participants' experiences of Mindfulness-Based Interventions 
Authors 
 
Methodology Data Analysis Sample Intervention Themes 
Chamber, Foley, Galt, 












Males with advanced 
prostate cancer 
(N=12) 
MBCT  Group identification 
 Acceptance of diversity 
 Peer learning 
 Acceptance of disease progression 











Adults with a variety 
of mental & physical 
health conditions 
(N=13) 
MBCT  Virtuous practice cycle 
 Slipping out of the cycle 
 Getting back to the cycle 
 Positive beliefs about mindfulness 
 Influence of significant others  
Chadwick, Kaur, Swelam, 












Adults with a 
diagnosis of bipolar 
affective disorder 
(N=12) 
MBCT  Focusing on what is present 
 Clearer awareness of mood state and mood 
change 
 Acceptance 
 Adapting mindfulness practice to different 
mood states 
 Reducing and stabilising negative affect 
 Relating differently to negative thoughts 
 Reducing impact of mood states 













MBSR  Responding to pain 
 Psychological well-being 









Adults with a 
diagnosis of 
MBCT  Changing patterns of coping 
 The role of mindfulness in consolidating 
existing coping skills in the context of loss 
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 Parkinson’s disease 
(N=12) 
 Group support in the context of loss and a 
society that stigmatises difference 
 The dualism of experience between 
Parkinson’s and mindful meditation 
Allen,  Bromley,  Kuyken, 














 Acceptance  
 Relationships 
 Struggle 

















MBCT  Development of awareness 
 Within group experience 
 Relating to the material 
 Commitment 
 Acceptance as an outcome 
Mackenzie, Carlson, 











Adults with Cancer 
(N=9) 
MBSR  Opening to change 
 Self-control 
 Shared experience  
 Personal growth 
 Spirituality 










Adults with a history 
of relapsing 
depression with 
active symptoms of 
depression & anxiety 
(N=13) 
MBCT  Preconceptions, motivations and 
expectations 
 Being in a group  
 The course exercises 
 Benefits and on-going practice 













MBCT  Preconditions 
 Changes to health and well-being 
 Distress & depression  
 Context of course 
 Expectations of course 
 Initial negative experiences 
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Table 1 presents four studies which employed IPA analysis to explore participants’ 
lived experience of MBIs (Chambers et al., 2012; Hawtin & Sullivan, 2011; Fitzpatrick et al., 
2010; Griffiths et al., 2009). As part of a mixed methodology utilising IPA, Chambers and 
colleagues (2012) examined the experiences of men with advanced prostate cancer (n=12) 
participating in MBCT, generating four key themes. The theme ‘Group identification’ 
described participants’ feelings relating to the benefits of being part of a group of people with 
the same diagnosis. ‘Acceptance of diversity’ represented individual differences between 
group members, which participants experienced as an enhancing component of the group. The 
theme ‘Peer learning’ described participants learning from other group members’ perspectives, 
questions and experiences. Finally, the theme ‘Acceptance of disease progression’ explored the 
challenges experienced by participants of being part of a group of  men with advanced stages 
of disease progression, ultimately concluding that this was helpful in that it facilitated 
acceptance.  
Hawtin and Sullivan (2011) explored individuals with psoriatic arthritis, fibromyalgia 
and rheumatoid arthritis experiences of MBSR. The study employed focus groups (n=5) and 
the results highlighted two themes: ‘Responding to pain’ and ‘Psychological well-being’. The 
theme ‘Responding to pain’ related to participants’ change in responsiveness to pain. 
Participants described how they developed a sense of awareness which supported them to 
engage in the experience of pain as opposed to avoiding it or focusing their attention elsewhere. 
Furthermore, participants reported increased acceptance of their pain, and of being more 
appreciative of life in the face of their pain. The theme ‘Psychological well-being’ explored 
participants’ mental health and described participants’ experiences of depression prior to 
MBSR. They contrasted this with their current utilisation of mindfulness as a preventative 
measure against depression, and as a support in improving their quality of life in alternative 
ways (e.g. enjoying nature).    
 Fitzpatrick and colleagues (2010) explored the experiences of participants (n=12) with 
Parkinson’s disease (PD) attending MBCT in addition to gathering evidence on the 
acceptability and perceived helpfulness of the programme. Four themes were generated from 
the data. The theme ‘Changing patterns of coping’ described how participants developed the 
ability to make positive changes to their coping as a result of engaging in MBCT. Participants 
described overcoming avoidance and increased acceptance of stress and difficult emotions. 
‘The role of mindfulness in consolidating existing coping skills in the context of loss: You have 
to be mindful with Parkinson’s anyway’ referred to participants re-affirming of the value of 
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their existing coping strategies. Participants described reflecting on how they achieved physical 
mobility through their existing patience and awareness of their own physical body. The theme 
‘Group support in the context of loss and a society that stigmatises difference: It was like one 
big family kind of thing, because we all have something in common’ referred to group effects 
including sharing common experiences, opportunities to socialise and learn from others, and 
confidence development in interacting with others. ‘The dualism of experience between 
Parkinson’s and mindful meditation: Very calm and peaceful, yeah, you’re sort of on a different 
level’ described participants contrasting experience of meditation and of living with 
Parkinson’s disease. Meditation appeared to provide participants with an escape from the 
physical restrictions of Parkinson’s disease in addition to strength, relaxation, healing, and a 
different sense of self.   
Griffiths and colleagues (2009) explored how MBCT was experienced by patients with 
cardiac conditions (n=6). It generated five themes exploring the impact of MBCT on their lives. 
‘Development of awareness’ referred to participants increased and improved levels of 
awareness, including a greater awareness of the causes and triggers of stress, and methods of 
coping. An increased awareness of cardiac problems was highlighted, with participants 
suggesting that this provided anxiety relief in comparison to past catastrophic thinking. 
Participants noted a more global awareness of the interaction between physical and 
psychological well-being, and of the mind’s influence over the body. ‘Within group 
experience’ referred to participants’ experience of the group as normalising and described how 
the group served to reduce feelings of isolation. ‘Relating to the material’ referred to 
participants’ experiences of the meditations, perceiving meditation practices as an accessible 
stress relieving technique. All participants described the need for ‘A committed attitude’ 
reflected in their home meditation practice and in-group perseverance and determination. The 
theme ‘Acceptance as an outcome’ reflected the culminated benefit of participants’ experiences 
in the group, with increased acceptance of their personal health and interactions with the world.  
A growing number of qualitative studies have explored participants’ experiences of 
MBIs such as those detailed above. Many studies have highlighted the positive impact and 
therapeutic benefits of group effects in MBIs (Chambers et al., 2012; Langdon et al., 2011; 
Griffiths et al., 2009; Mason & Hargreaves, 2001). The section below provides a brief overview 
of the role of group effects in the MBI literature to date.  
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2.8 Mindfulness-Based Interventions:  Group Effects  
The Mental Health Foundation (2010) have highlighted that experienced mindfulness 
teachers acknowledge the importance of  therapeutic factors known as ‘group effects’ in the 
clinical effectiveness of MBIs. Kuyken and colleagues (2010, p.31) state ‘We know that people 
find being in a group helpful. They find it reassuring to meet people with similar problems and 
to compare themselves with others. The social processes that happen in groups are part of the 
treatment’. MBIs traditionally take place in a group format encouraging participants to discuss 
their experiences with others. Yalom and Leszcz (2005) suggest that the group experience can 
be ‘therapeutic’ in itself, offering a supportive and normalising environment.   
Imel, Baldwin, Bonus, and MacCoon (2008) conducted a study to explore whether 
group effects are involved in the change process in MBSR.  The study included 59 MBSR 
groups (n=606). In terms of participants’ level of psychological distress, they found a 
significant correlation between group-level variance and improved outcomes. Their results 
suggested that 7% of variance in psychological distress was accounted for by group effects, 
comparing this to the 5% variance observed in psychotherapy treatment outcomes predicted by 
therapeutic alliance. They concluded that ‘MBSR does not appear to simply be an individual 
intervention delivered in a group setting, but rather its methods and effects occur at the 
individual and group level’ indicating that MBSR clinical outcomes are influenced by group 
effects (Imel et al., 2008, p.742). Chambers and colleagues’ (2012) qualitative study included 
a survey of questions examining participants’ preferred aspects of MBCT. ‘Being asked to do 
the programme as part of a group’ was the most frequently endorsed statement after 
‘experiences that arose as a result of practicing mindfulness’. The third most endorsed 
statement was ‘Meditating’ suggesting that the group aspect of MBCT was at least as highly 
valued by participants as practicing mindfulness meditations. A number of other studies 
detailed in the table above have qualitatively highlighted the impact of group effects in MBIs. 
Langdon, Jones, Hutton, and Holttum (2011) found that participants considered the group 
central to supporting their mindfulness practice. Participants reported that the group imparted 
motivation through accountability to other group members. Participants found value in being 
part of culture in which mindfulness was respected. Mason and Hargreaves (2001) found that 
participants considered the group as an ‘aid to learning skills’ and provided motivation to carry 
on with challenging new practices.  They also noted that the group was an important factor 
over time for participants in reducing the felt sense of stigma surrounding the illness 
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experience. Taken together these emerging findings tentatively indicate that outcomes in MBIs 
may be influenced by group effects.   
2.9 Mindfulness-Based Interventions for Caregivers: Quantitative Findings  
The primary aim of this section is to summarise and evaluate the evidence for the 
effectiveness of MBIs for caregivers of patients with various conditions. In reviewing the 
studies, no restrictions were placed on the ’dosage’ (i.e. the number or length of individual 
sessions or the duration of the programme). Studies of MBIs delivered to the dyad (including 
the stroke survivor) were included. Studies which focused individually on yoga and/or 
meditation, or included therapies like a non-MBSR intervention were not included. 
Randomised controlled trials (RCTs) and quasi-experimental studies (e.g., pre-test, post-test, 
and non-equivalent comparison group studies) were included. Only studies in which 
participants were defined as family caregivers/informal caregivers or partners providing care 
to adult patients were included. Care workers providing care as a paid job or caregivers of 
children with disabilities were not included as they were beyond the scope of this review. To 
ensure the best available evidence was presented, and in anticipation of the diverse range of 
methodological underpinnings and research designs generated, studies were assessed using the 
Critical Appraisal Skills Programme (2018) (CASP) Checklists (e.g. RCT, Cohort Study).  
Paller and colleagues (2015) conducted a pilot study of an adapted MBSR programme 
for patients with early Alzheimer’s related dementia or mild cognitive impairment and their 
caregivers (n=20). The intervention was based on the standard MBSR protocol but included 
adaptations such as slow paced instructions, shorter meditations and minimal physical exertion 
to account for patient participation. Self-report measures were administered and caregiver 
results demonstrated improvements in quality of life (p<0.05) and depression (p<0.05) post 
intervention. On the health questionnaire, there were no significant changes. However, two 
scales representing the status of the individual's role as a caregiver with respect to physical and 
emotional issues showed a mean improvement (p=.047). There were no significant changes 
observed in anxiety, caregiver distress, activities of daily living or sleep quality for caregivers. 
No effect sizes were reported for this study. One limitation of the study was the lack of 
comparison group (CASP Cohort Study Checklist, 2018), however the authors suggest that this 
study provides the groundwork required to justify an RCT.  
Brown, Coogle, and Wegelin (2016) conducted a pilot RCT looking at the efficacy of 
an adapted MBSR programme specifically for caregivers of patients with early stages of 
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Alzheimer’s disease and other dementias. They compared this to an almost structurally 
equivalent standard Social Support (SS) control condition. MBSR sessions were reduced in 
duration to 1.5 hours to improve rates of adherence. Randomisation of 38 family caregivers to 
MBSR (n=23) or SS (n=15) was carried out and subjective measures of caregiver burden, 
perceived stress, mental and physical health, mood, experiential avoidance and relationship 
quality were collected. The study found that caregivers who attended MBSR reported 
significantly lower levels of perceived stress (p=.003; d=.63). On mood states caregivers 
demonstrated reduced tension (p=.02; d =.69) and anger (p=.016; d =.38). Caregivers attending 
the SS group reported significantly lower levels of caregiver burden (p=.046; d=.22). At 3-
months follow-up, there were no treatment condition differences on any of the variables. Both 
conditions demonstrated significant improvements across the study phase in experiential 
avoidance (p=.0003), depressive symptoms (p=.0005), vitality (p=.025), fatigue (p=.01), and 
confusion (p=.028), as well as results on mental and physical functioning (p=.006 and .02, 
respectively). The authors attribute the lack of sustained outcome differences between 
treatment conditions to the hypothesis that social support or group effects were an active 
ingredient in both treatments, potentially eliminating the stress reduction advantages of MBSR 
compared to SS over time. They also noted that the short-term benefits of MBSR on perceived 
stress and mood may be attributable to daily mindfulness practice. They suggest that this may 
have been abandoned post programme completion resulting in no statistically significant 
difference at the follow-up.  
Epstein-Lubow, McBee, Darling, Armey, and Miller (2011) conducted a single-group 
pre-test post-test design (uncontrolled trial) with female caregivers (n=9) of elderly patients 
with cognitive decline. They adapted the standard MBSR protocol to suit caregiver daily 
responsibilities. This included increased classroom discussion time, reduction in classroom 
session length and expected home-based practice time, cancellation of the silent retreat and 
addition of a kindness and forgiveness meditation. The results demonstrated a statistically 
significant reduction in depressive symptoms post intervention (p=.001; d=0.85), followed by 
a return to baseline at 4-week follow-up. A significant reduction in experienced burden was 
observed from pre to follow-up assessment (p=.007; d=0.67). Although not statistically 
significant, there was a trend towards statistical significance for perceived stress (p=.058, 
d=0.42). No significant changes were observed in caregivers’ general health, anxiety, grief or 
mindfulness scores. The procedures of blinding subjects and measuring outcomes were not 
outlined in the study. The small sample size (n=9), the absence of a control group, and the 
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gender biased sample further limited the results of the study (CASP Cohort Study Checklist, 
2018).  
Whitebird and colleagues (2013) conducted an RCT to investigate feasibility, 
acceptability and mental health outcomes of MBSR on daughter caregivers of dementia 
patients (n=78). Caregivers were randomised to the standard 8-week MBSR programme 
(Kabat-Zinn, 1990) or a standard community caregiver education and social support (CCES) 
intervention. Interventions were matched in terms of time and included weekly telephone 
follow-ups. The results suggested that MBSR was more effective than CCES at improving 
overall mental health (p=0.007; d =.66), reducing stress (p=0.007; d=.61), and decreasing 
depression (p=0.005; d=.66) post intervention. Both the MBSR and CCES interventions 
resulted in improvements in anxiety post intervention and retained these improvements at 6-
months follow-up. No significant differences were observed between groups on caregiver 
burden or social support. Whitebird and colleagues (2013) concluded that MBSR is a feasible 
and acceptable intervention for dementia caregivers, and is effective at reducing stress and 
improving mental health. However the sample represented a predominately white female 
caregiver group and therefore it may not be representative of the wider caregiving population 
(CASP Randomised Controlled Trial Checklist, 2018).  
Oken and colleagues (2010) randomised family caregivers of patients with progressive 
dementia (n=31) to an adapted 7-week MBCT group and compared this to two comparison 
groups. The comparison groups included an education class based on Powerful Tools for 
Caregivers (active control) or respite only. The study found a significant reduction in distress 
reaction scores (the distress to the caregiver generated by the care recipient’s problem 
behaviour) for both MBCT (p=0.041) and the education group (p= 0.027). The respite only 
group demonstrated significantly greater scores on the reaction rating (p<0.05). Post 
intervention there were no differences between the MBCT group and education group. There 
was a significant difference in self-efficacy scores between the three groups (p=0.026). Post 
intervention the respite-only group demonstrated lower scores than the MBCT group 
(p=0.010), and the MBCT group demonstrated greater self-efficacy scores than the education 
group post intervention (p=0.036).  There were no significant effects of either the MBCT or 
the education group interventions on fatigue, mood, mindfulness, and self-efficacy. A strength 
of this study was the inclusion of two control arms, with an active intervention controlling for 
important aspects of the intervention (e.g. group effects), and a pragmatic control group 
consisting of respite care.  One limitation of this study, however, was the non-blinded nature 
of the trial for both caregivers and research assessors (CASP Randomised Controlled Trial 
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Checklist, 2018). Similarly there was no follow-up test in the research design and therefore the 
long term effects of the interventions cannot be examined.   
Hoppes, Bryce, Hellman, and Finlay (2012) investigated the effects of low-dose MBSR 
on caregivers of patients with dementia (n=11). Caregivers completed low-dose MBSR with 
an abbreviated protocol of 1-hour sessions over four weeks. At post intervention there was a 
statistically significant decrease in caregivers’ sense of burden (p<0.01, d=1.03) coupled with 
increased hope (p<0.01; d=.71). There were no statistically significant improvements in 
caregivers’ mindfulness or optimism. The methodological limitations in this study included the 
lack of a control group and the small and ethnically homogenous sample (CASP Cohort Study 
Checklist, 2018).  
Looking at the literature on the effectiveness of MBSR for caregivers of cancer patients, 
three uncontrolled trials (Birnie, Garland, & Carlson, 2010; Lengacher et al., 2012; Van den 
Hurk et al., 2015) and one RCT (Schellekens et al., 2017) have been conducted. All four studies 
recruited both caregivers and cancer patients. Birnie and colleagues (2010) examined the 
effectiveness of an 8-week MBSR programme for 21 cancer patient-caregiver dyads (prostate, 
breast and colorectal cancer). The duration of each session was reduced to 90-minutes along 
with a one 3-hour silent retreat. For both cancer patients and their partners, MBSR was 
beneficial in reducing mood disturbance (p=0.04; d=.34) and more physical symptoms of stress 
(p<0.05; d=.37), as well as increasing levels of mindfulness (p=0.04; d=.02). Birnie and 
colleagues’ (2010) study was the first to suggest that participation in MBSR may be beneficial 
in improving the psychological well-being of partners of cancer patients. This sample showed 
an unexpected characteristic with all participants demonstrating very low mood disturbance 
scores at all time points (McNair, Lorr, & Droppelman, 1971). The generalisability of these 
findings may therefore be limited. Despite the positive mood in the sample, significant 
moderate effect sizes were observed in mood disturbance, which indicates that MBSR has 
potential applicability for those individuals who have positive mood prior to attending the 
intervention. The authors acknowledge that the results were underpowered (increasing 
potential for Type II errors), and they did not include a control for multiple comparisons in 
order to avoid Type I errors (CASP Cohort Study Checklist, 2018). However, the authors 
propose that due to the exploratory nature of the study and in attempting to balance out Type 
II error risk, they did not correct for multiple comparisons.  
Lengacher and colleagues (2012) investigated the effects of an adapted MBSR 
programme for 26 advanced-stage cancer patient-caregiver dyads (breast, prostate, colon or 
lung cancer). Modifications were made with the adapted MBSR-C (for Cancer) consisting of 
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6-weekly sessions. The adapted programme had been previously implemented and tested in a 
pilot study with breast cancer patients (Lengacher et al., 2009). Further modifications included 
the delivery of the MBSR-C programme such that three in-person sessions and three CD 
audiotaped sessions were provided. Results suggested caregivers’ scores on psychological 
measures (depression, anxiety, and perceived stress) and quality of life showed a trend towards 
improvement however they were not statistically significant. Limiting the results of this study 
was the small sample size, lack of control group and no follow-up post intervention (CASP 
Cohort Study Checklist, 2018).  
Van den Hurk and colleagues (2015) examined the feasibility and effectiveness of 
MBSR for 19 lung cancer patient-caregiver dyads. Significant decreases in partners’ 
experience of caregiving as burdensome were reported post MBSR and at follow-up. However 
while there was a decrease in anxiety and depression symptoms in both patients and partners 
after MBSR, the change was not statistically significant. In both patients and partners, no 
significant changes were observed in mindfulness skills and worry. There were no reports of p 
values detailed in the study increasing the risk of reporting bias. Similarly the effect sizes of 
significant results were not included (CASP Cohort Study Checklist, 2018).  
 Schellekens and colleagues (2017) examined the effectiveness of additional standard 
MBSR to care-as-usual versus solely care-as-usual to reduce psychological distress in 44 lung 
cancer patient-caregiver dyads. They conducted a multi-centre, RCT using parallel groups. 
Care as usual comprised of anticancer treatment (i.e. surgery, chemotherapy, and/or 
radiotherapy), routine medical consultations and supportive care (psychosocial care including 
visits to a psychiatrist/psychologist, psychosocial programme participation). The results 
demonstrated that partners’ participation in the MBSR programme did not have any significant 
effect on their psychological distress or any other outcome measure (caregiver burden, 
relationship satisfaction, mindfulness skills, quality of life, self-compassion, posttraumatic 
stress symptoms or rumination). Taken together, the results from studies on cancer patient-
caregiver dyad participation in MBSR have revealed mixed findings.  
Hou and colleagues (2013) conducted an RCT involving caregivers of individuals with 
chronic conditions (n=141). Caregivers were randomised to either the standard 8-week MBSR 
programme (Kabat-Zinn, 1990) (n=70) or a self-help education booklet control group (n=71). 
The control group received a self-help booklet with eight chapters of health education and 
supportive information (e.g. stress management, skilful communication, mental health). The 
results demonstrated that the MBSR group had significantly greater decreases in depressive 
symptoms at post intervention and at 3-months follow-up (p<0.01). Greater improvements in 
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state anxiety symptoms at post intervention (p=0.007) compared to the control were 
demonstrated, however this difference was not statistically significant at 3-months follow-up 
(p=0.084). Compared to the control group, the MBSR group demonstrated greater 
improvements in mindfulness (p=0.001) and self-efficacy (controlling negative thoughts; 
p=0.041) at 3-months follow-up. For quality of life, perceived stress and self-compassion, no 
statistically significant group effects were found. With regards to analysis, the study did not 
report the effect sizes. Limiting the results of the study was the lack of an active control group 
(CASP Randomised Controlled Trial Checklist, 2018). Similar to other studies reviewed, the 
effects of MBSR may be overestimated due to the potential benefits of ‘group effects’ as 
detailed above.  
Cash, Ekouevi, Kilbourn, and Lageman (2016) conducted a pilot study assessing the 
feasibility and impact of an adapted 8-week MBSR programme on the cognitive and emotional 
functioning of patients with Parkinson’s disease (PD) and their caregivers (n=10). Adaptations 
included a reduction in the duration of session length to 1.5 hours, a reduction in in-session 
meditations, brief psychoeducation regarding PD and a shorter 1-day retreat to accommodate 
PD patients. Caregivers completed self-report measures of emotional symptoms including 
apathy, anxiety and depression and a daily cognitive functioning questionnaire. In order to 
optimise statistical power, it was reported that analysis was initially performed on the combined 
patient and caregiver sample. For analyses in which participant status emerged as a significant 
between subjects factor, analysis was performed separately on the samples. Caregivers 
demonstrated a significant increase on the ‘describe subscale’ from pre to post intervention 
(p=.007, d=.62) on the Five Facet Mindfulness Questionnaire (Baer, Smith, Hopkins, 
Krietemeyer, & Toney, 2006). This looks at participants’ ability to mindfully describe their 
internal and external experiences. No other significant differences were observed for 
caregivers. Limiting the results of this study was the small sample size and combined statistical 
analysis. In addition, the study lacked an active comparison or wait-list control group resulting 
in no random assignment to study conditions (CASP Cohort Study Checklist, 2018).  
2.10 Mindfulness-Based Interventions for Caregivers: Qualitative Findings 
The following qualitative studies are mostly part of the larger quantitative studies 
detailed above examining the effectiveness of MBIs for caregivers. Given the emergent nature 
of the research area, the researcher chose to adopt an inclusive approach to reviewing the 
qualitative studies. Therefore, the findings of all qualitative studies meeting the literature 
search strategy terms were reported and discussed. No formal qualitative quality appraisal tool 
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was utilised in reviewing these studies. Rather than seeking to exclude articles on the basis of 
quality metrics, the researcher independently reviewed the studies in order to orientate the 
reader to some key methodological considerations.  
Marconi and colleagues (2016) carried out a qualitative study exploring the experience 
of MBSR for people with Amyotrophic Lateral Sclerosis (ALS) and their caregivers (n=18).  
The original MBSR protocol was adapted to suit ALS patients, with the removal of physical 
exercises. A grounded theory approach was utilised (Strauss & Corbin, 1990) and semi-
structured interviews were conducted with both patients and caregivers. Combined patient and 
caregiver themes included ‘Improvements in well-being’, ‘Relaxation’, ‘Emotional self-
regulation’, ‘Acceptance’, ‘Consciousness breathing issues’, ‘Sleep cycles’ and 
‘Relationships’. It was noted that caregivers specifically reported an improvement in well-
being, in particular a reduction in anxiety. They reported that by focusing attention on present 
moment experience with an attitude of curiosity, openness and acceptance, their anxiety was 
reduced.  Caregivers also reported relaxation responses and states of calmness, a greater ability 
to emotionally self-regulate, and a greater sense of acceptance and consciousness. Caregivers 
highlighted the benefit of a group setting, and reported the positive impact of feeling 
understood by people who shared a similar situation. Limiting the interpretation of the findings 
were the combined patient and caregiver data, and therefore caregiver specific findings were 
difficult to extrapolate.  
Van den Hurk and colleagues (2015) carried out structured interviews with 6 patients 
and 5 partners post MBSR intervention. Thematic analysis (Braun & Clarke, 2006) was used 
to generate themes, however the authors note that saturation was not reached and each 
interview provided new information. Despite every participant reporting a unique process of 
change, some aspects of the MBSR process were shared by most patients and partners. The 
themes generated included ‘Standing still’, ‘Acceptance’, ‘Being aware’, ‘Letting go’ ‘Insight’, 
and ‘Changing behaviour’. ‘Standing still’ referred to participants allowing themselves to 
reflect and take time for themselves after MBSR participation. For most participants practicing 
mindfulness preceded inner rest and relaxation. Participants reported greater awareness 
resulting in greater insight into feelings, thoughts, emotions and physical sensations. The theme 
of ‘Letting go’ referred to changes in participants’ reactions, and letting go of thoughts and 
feelings as opposed to remaining stuck in them. Participants reflected on how present moment 
focus supported them to let go of ruminative thoughts about the past and future worries. 
‘Changing behaviours’ referred to the new insights gained by participants into their habitual 
behavioural patterns which served to initiate change. The theme ‘Acceptance’ highlighted 
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participants increased awareness of thoughts and feelings without judgement. Participants 
reflected on the group experience, reporting positive feelings about participating, experiencing 
the group as an open and safe environment. They described feeling connected to other group 
members and feeling supported by them. They also highlighted learning from one another in 
the group.  
Hoppes and colleagues (2012) used a mixed methodology, integrating quantitative and 
qualitative strategies in a parallel model as a way of exploring and understanding caregivers’ 
experiences of MBIs. Thematic data analysis employing grounded theory’s open coding stage 
(Charmaz, 2006; Glaser, Strauss, & Strutzel, 1968) was utilised to explore caregivers’ 
experience of MBI and four related themes emerged from the data; ‘Increased acceptance’, 
‘Increased sense of presence, ‘Sense of peace’ and ‘Decreased reactivity’. Caregivers reported 
increased acceptance, both of oneself and of family members’ illnesses, together with being 
less judgmental of both oneself and family members. Caregivers also reported an increased 
sense of the present moment, generating an increased sense of peace and calm and decreased 
stress. Caregivers also reflected on their decreased reactivity to difficult behaviours of family 
members following participation in mindfulness.  
Epstein-Lubow and colleagues’ (2011) study contained verbal and written feedback on 
their experience of MBSR, however no structured interviews were completed. Specific 
mindfulness exercises aimed at nurturing compassion and forgiveness were agreed among 
caregivers as the most beneficial component of the programme. Furthermore, caregivers noted 
that they were more able to be comfortably ‘present with’ the care recipient as a result of 
participation in mindfulness. At follow-up participants reported the continued use of 
mindfulness-based practices however they suggested that continued group education post 
intervention would have produced additional benefits. 
In conclusion, there has been a surge in research seeking to explore the clinical 
effectiveness of MBIs on psychological outcomes, in particular symptom reduction for 
caregivers of various conditions. The above studies reviewed offer a valuable insight into the 
potential benefits of MBIs for caregivers. Many studies (Paller et al., 2015; Brown et al., 2016; 
Epstein-Lubow et al., 2011) suggest that MBIs can produce statistically significant reductions 
in levels of depression, burden, perceived stress, tension, anger and significant improvements 
in quality of life for caregivers. Compared with other psychosocial interventions, some studies 
(Whitebird et al., 2013; Oken et al., 2010) suggest that MBIs demonstrate a larger effect on 
improving overall mental health and self-efficacy, and reducing stress and depression.  
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However, as the quality of evidence varies between research designs and given that 
many of the studies undertaken and reviewed above have employed a cohort study design, the 
findings should be interpreted with some caution. Similarly, as many studies did not employ 
an active control group, the effects of MBIs may be overestimated because of the potential 
beneficial effects of social interaction. Future studies are thus required to more conclusively 
demonstrate the effectiveness of MBIs in improving the mental health of caregivers.  
There remains variability in the empirical evidence to support MBIs’ effectiveness 
among the caregiving population. Studies of effectiveness, however, fail to explore and 
understand the complex and meaningful subjective experiences and perspectives of those 
caregivers who participate in MBSR. There is a growing body of literature highlighting the 
need to encompass not only evidence of effectiveness, but of meaningfulness in order to 
achieve the highest quality evidence-based healthcare (Pearson et al., 2005). The qualitative 
research conducted to date has provided an understanding from the experience and perspective 
of the caregiver of MBIs’ value and meaning in helping them manage the psychological 
symptoms that impact them in their caregiving role.  
2.11 The Current Study  
Effectiveness is indisputably a necessary aspect of intervention decision making in 
clinical practice. Qualitative research, however, offers a method of exploring participants’ lived 
experiences of these interventions and the meanings participants attribute to these experiences 
(Pearson et al., 2005). Qualitative literature makes an important and timely contribution to the 
current evidence base on the effectiveness of MBIs in caregiving.  
The current study utilises a qualitative interpretative phenomenological approach (IPA) 
to explore caregivers of stroke survivors’ experiences of MBSR in an effort to gain a richer 
understanding of their lived experience of the programme. The current study also aims to 
understand the programme’s meaning and value in supporting caregivers to manage the 
psychological symptoms that impact them in their caregiving role, informing evidence-based 
practice. Caregivers of stroke survivors in particular have been thus far overlooked in the MBI 
research. To the knowledge of the researcher there are no known studies exploring caregivers 
of stroke survivors’ lived experiences of MBSR. This study addresses the gap in knowledge 






Primary Research Question:  
 What are caregivers of stroke survivors’ lived experiences of Mindfulness-Based Stress 
Reduction? 
 
Secondary Research Question:  
 What meaning and value do caregivers attribute to Mindfulness-Based Stress Reduction 




Chapter Three: Method 
3. 1 Chapter Introduction 
This chapter will begin by explaining the rationale for utilising a qualitative approach 
and discuss the suitability of interpretative phenomenological analysis as a method of analysis 
for the current study. Sampling and recruitment procedures will be explained, the MBSR 
intervention will be outlined and a description of data collection and analysis techniques will 
be described. The chapter will finish with ethical considerations, reflections on the validity of 
the research and researcher reflexivity.  
3. 2 Rationale for Research Methodology 
This study used a qualitative approach to explore and describe caregivers of stroke 
survivors’ experience of MBSR. There are relatively few qualitative studies exploring MBIs in 
the caregiving population. Previous literature has mostly utilised quantitative methodologies to 
generate answers to questions of effectiveness (Liu et al., 2017). Such studies do not present 
any narrative richness in relation to caregivers’ experiences of these interventions. There is a 
growing body of literature suggesting the need to move beyond exclusively focusing on 
effectiveness in evidence-based practice (Popay & Williams, 1998). The complexity of 
understanding experience involves the unfolding of meanings which are uniquely linked to an 
individuals’ embodied experience and qualitative research offers a method of generating this 
body of understanding (Smith, Flowers, & Larkin, 2009). Qualitative research serves as an 
appropriate means of investigation as it seeks to understand the meaning participants attribute 
to their involvement in interventions such as MBSR (Sandelowski & Barroso, 2006). 
Furthermore, mindfulness is a highly subjective and experiential phenomenon with an 
emphasis on first person perspective (Segal et al., 2002). As each caregivers’ experience of 
mindfulness is unique, qualitative research is well positioned to understand the relatively 
unexplored areas of the subjective MBSR experience (Teasdale et al., 2000).  
3.3 Interpretative Phenomenological Analysis 
Interpretative Phenomenological Analysis (IPA) (Smith et al., 2012) was the method of 
qualitative analysis chosen to understand caregivers of stroke survivors’ subjective lived 
experiences of MBSR.  IPA aims to explore how participants make sense of their experiences, 
and the currency for an IPA study is the particular meanings that these experiences, events and 
states hold for the participant (Smith & Osborn, 2007). IPA was therefore deemed to be the 
best fit for the current study, due to its focus on seeking an in-depth understanding of caregivers 
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of stroke survivors’ subjective experiences of MBSR, and the meaning and value they attribute 
to MBSR in supporting them to manage the psychological symptoms that impact them in their 
caregiving role. Similarly the fundamental principles of mindfulness rely heavily on a 
phenomenological perspective and appear highly compatible with the subject-matter itself. 
Interpretative Phenomenological Analysis draws upon the fundamental principles of 
phenomenology, hermeneutics, and idiography. Phenomenology is the philosophical study of 
experience (Smith et al., 2009). IPA reflects a methodology that attempts to put the 
philosophical principles of phenomenology into practice. While different phenomenologists 
emphasise different interests, they share a common commitment to understanding what the 
experience of being human is like, in particular what matters most and the constituents of the 
individual’s lived world. IPA does not favour one phenomenological theoretical position but 
instead endeavours to draw on a range of phenomenological thinking in an attempt to go ‘back 
to the things themselves’ (Husserl, 1900, p.168; as cited in Smith et al., 2009). It aims to capture 
personal lived experience in its own terms, in contrast to those prescribed by existing scientific 
or personal presumptions.  
Hermeneutics is the study of interpretation. According to hermeneutics, in order to 
translate a person’s message one is required to comprehend the mind-set of that person and the 
language they utilise which mediates their experiences of the world (Freeman, 2008). 
Ultimately IPA researchers aim to understand what it is like to stand in the subject’s shoes 
while recognising that this is never entirely possible. It is only through interpretative activity 
that researchers can attempt to make coherent meaning of the subjects’ experience by 
translating it (Smith, 2015).  IPA is a dynamic process of interpretative activity in which the 
researcher has an active role in both influencing the extent to which the participant’s experience 
is accessed, and sense-making of the subject’s personal world.  The IPA process is often 
described in terms of a ‘double hermeneutic’ or ‘dual interpretation’, recognising that both the 
participant and researcher are intrinsically sense-making creatures (Smith & Osborn, 2008).  
IPA is idiographic, requiring meticulous in-depth examination of single case studies 
and individual’s perspectives in their unique context. Most empirical work in psychology is 
based on nomothetic principles which aim to study groups and populations in order to establish 
probability of phenomena in specific conditions. In contrast, IPA focuses on the particular, 
employing detailed, attentive, and equal analysis of each case in order to make specific 
statements about study participants (Smith, Harré, & Van Langenhove, 1995). The researcher 
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moves between important themes generated in individual analysis and exemplifies them with 
participants’ narratives comparing and contrasting them. Of particular importance in IPA’s 
micro-lens approach is the value of the gem, the small extract that affords the researcher 
powerful illumination of the topic with great resonance across the case and corpus under study 
(Smith, 2011).  
3.4 Consideration of Other Qualitative Methodological Approaches  
A number of other qualitative methodological approaches were considered. Their 
frameworks including theoretical underpinnings and guidelines for research were explored. 
Thematic analysis (Braun & Clarke, 2006) was considered as it offered a method unbounded 
by theoretical commitments and flexibility in terms of research question, sample size and data 
collection methods. Thematic analysis facilitates experiential research similar to IPA and offers 
a method of identifying patterns within and across data in respect of a participants’ lived 
experiences, behaviours, views and perspectives. Given the phenomenological aim of the 
current study, to develop an in-depth understanding of caregivers of stroke survivors’ lived 
experiences of MBSR, along with the phenomenological nature of mindfulness itself, IPA was 
deemed a better fit. In addition, the analytical process in IPA explicitly acknowledges the 
researcher’s influence, ‘the interviewer’s thoughts and feelings are admitted as explicit’ (Smith 
et al., 2009, p.31). Given the researcher’s caregiving role, this methodology was fitting as it 
overtly recognised the researcher’s experience and how this may have influenced interpretation 
and meaning-making in the research process. IPA acknowledges that ‘a view from nowhere’ 
is not plausible, and that the researcher plays an inescapably significant part in the process 
(Nagel, 1984, p. 37). 
 Grounded Theory is concerned with systematic data collection and analysis pertaining 
to particular phenomenon. It seeks to develop theories intimately tied with evidence, in order 
for the resultant theory to be consistent with empirical data (Eisenhardt, 1989). Grounded 
theory was not deemed suitable as the aim of the current study was not to develop a theory 
about mindfulness or how it might work, but instead to understand lived experience of MBSR. 
Discourse Analysis observes the role of language in describing participants’ experience, 
examining what participants say in order to learn about how they are constructing accounts of 
their experience (Smith, Jarman, & Osborn, 1999). Although interested in how participants 
constructed and interpreted their experience, the current study was less concerned with the 
specifics of language. While narrative research offers rich insights into lived experience and 
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meaning, it was not utilised due to its principal focus on the content and structure of 
participants’ life stories (Creswell, 2014). 
3.5 Sampling  
3.5.1 Sample Size  
A purposive sample comprising of ten caregivers of stroke survivors who completed 
MBSR were recruited to this study. Nine caregivers consented to interview with the researcher. 
One participant declined to interview as she was unavailable for an extended period after the 
intervention had taken place. The sample size is within the recommended size for Doctorate 
level research studies employing IPA (Smith et al., 2009). Statistical representativeness is not 
necessary in qualitative research and the requirement for a particular sample size in IPA 
research is refuted (Smith et al., 2009). The emphasis rather is on utilising an idiographic 
approach to data collection as detailed above.   
3.5.2 Method of Sampling 
The sample were purposively chosen, in line with the theoretical underpinnings of IPA. 
This form of sampling method was deemed appropriate as participants are required to have an 
understanding of the topic at hand, typically experiential, which allows for a valuable 
perspective and meaningful insight into the subject matter (Smith et al., 2009). Similarly the 
subject matter itself defined the boundaries of the relevant sample, with participants being 
required to have completed MBSR. In IPA research, it is recommended that the homogeneity 
of the sample be maximised in order to enable the researcher to investigate the convergence 
and divergence patterns arising within the participants’ experiences (Smith & Osborn, 2008). 
Therefore the participants involved in this study shared a number of characteristics; all 
participants were spousal caregivers of a stroke survivor; all participants took part in MBSR. 
3.5.3 Inclusion and Exclusion Criteria 
The inclusion criteria specified that participants must be a caregiver of a stroke survivor 
who attended the Neuro-Rehabilitation Service in the past 3 years and who received consent 
from the stroke survivor to participate in the research. The caregivers must have started the 
MBSR programme, however no limit to the number of sessions they must complete was 
specified. Exclusion criteria were those caregivers who did not receive consent from the stroke 
survivor to participate or did not attend the MBSR programme. The literature suggests that the 
nature and determinants of caregiver burden and distress evolve over time (Cameron & Gignac, 
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2008). Therefore variables such as stroke survivor level of disability or the level of care 
provided by the stroke caregiver were not considered as criteria for participation.   
3.5.4 Participant Information 
Three men and six women participated (Mean age: 57.1 ± 8.8 years). The study sample 
was typical of many stroke caregiving samples and proportionally representative of the 
caregiving population (Office of National Statistics, 2011). Further details on participant 
demographics are outlined in Table 2. 




Pseudonym Gender Age Relationship to Stroke 
Survivor 
Participant 1 Jim Male 62 Husband 
Participant 2 Luke Male 64 Husband 
Participant 3 Lucy Female 55 Wife 
Participant 4 Helen Female 56 Wife 
Participant 5 Fiona Female 44 Wife 
Participant 6 Orla Female 46 Wife 
Participant 7 Rose Female 67 Wife 
Participant 8 Niamh Female 52 Wife 




Stroke survivors who currently attend or who previously attended the Neuro-
Rehabilitation Service in the past three years were sent an information letter notifying them 
about the research (Appendix B). The time period of three years was identified as stroke 
survivors were discharged from the service after this period. 
The information letter to stroke survivors included a detailed description of the 
research. It also included an attached consent form which requested them to give their consent 
for their caregiver to be eligible to be recruited into the research study, if they wished to do so. 
In the information letter they were instructed to give their caregiver an information pack which 
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included a participant invitation letter (Appendix D), participant information leaflet (Appendix 
E), and a MBSR brochure (Appendix A), if they agreed for their caregiver to be recruited.  
Stroke survivors were informed that they would be telephoned after a ‘cooling off 
period’ (one week post letter) to discuss their consent. It was highlighted they could contact 
the researcher for further information in the meantime. Sixty-two stroke survivors were 
contacted by telephone, of which fifty consented for their caregiver to be contacted by 
telephone to discuss the research. Those caregivers eligible who had consent from their 
caregiver were contacted by telephone and the information package was discussed. Of those 
fifty caregivers contacted by telephone, a number of those declined to attend the programme. 
For those caregivers who declined to attend, the reasons are unknown and no data was collected 
in the current study on the rationale behind refusals. A number of caregivers expressed interest 
in the programme but decided not to attend the programme. Ten caregivers consented to 
attending the programme, one of whom declined to take part in the research due to their 
unavailability post intervention. 
It was planned that caregivers would be invited to attend an information evening during 
which it was envisaged that caregivers would have an opportunity to learn more about MBSR 
and experience first-hand mindfulness meditation practice. It was proposed as an opportunity 
to make an informed decision about attending the programme and participating in the research. 
Due to unforeseen circumstances the information evening was cancelled. Caregivers were 
informed by telephone that they could attend the first evening of the programme and provide 
informed consent at this point if they wished to participate.  
3.6.2 Informed Consent  
Informed consent was a two-step process. First, informed consent was sought from 
stroke survivors of the Community Neuro-Rehabilitation Service. This involved providing 
them with the relevant information sheet by post and follow-up telephone contact to request 
consent to contact their caregivers. Those caregivers who received consent from the stroke 
survivor received an information pack (enclosed with the letter to stroke survivor) and follow-
up telephone contact was made. Participants were consented on the first day of the programme.  
For this study, ongoing consent was re-confirmed verbally post intervention and prior to 
conducting the interviews. In obtaining consent participants were asked if they had any queries, 
and it was reiterated that participation was voluntary and that they could withdraw at any stage.  
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3.6.3 Potential Distress    
Those participants who wished to attend the MBSR programme were requested to 
complete the Zarit Burden Interview (Zarit, Bach-Peterson, & Reever, 1980) (Appendix G). 
The Zarit Burden Interview (ZBI) was used to screen caregivers at risk for depression and in 
need of further assessment and intervention. This tool has been used to ensure any risk issues 
are identified in caregiver studies (Schreiner, Morimoto, Arai, & Zarit, 2006). No risk issues 
were identified and no participants were excluded from the programme on the basis of the 
results. While participating in MBSR participants were encouraged to exercise self-pacing and 
self-judgment. The potential for participants to become distressed during the intervention was 
considered and participants were informed that arrangements for additional emotional and 
psychological support would be made through the Community Neuro-Rehabilitation Service if 
this situation arose. Similarly the potential for participants to become distressed during 
interviewing was considered. In this case, options such as offering a break, and/or turning off 
the recorder or terminating the interview were identified. None of the participants however 
became unduly distressed during interviewing.  
3.7 Intervention 
The intervention in the current study was based on the protocol of MBSR as detailed in 
Kabat-Zinn (1990). MBSR is a structured 8-week group-based training programme, with 
sessions lasting 2.5 hours in duration. The sessions consisted of meditation practices (e.g. body 
scan, sitting and walking meditations, and gentle yoga), didactic teaching related to stress, and 
group sharing of experiences. Participants were encouraged to practice mindfulness meditation 
at home for 45 minutes each day and received guided meditation CDs. They also received a 
folder containing information regarding the content of the training. The training was conducted 
by two Clinical Psychologists, one of whom was a professionally trained mindfulness teacher 
and the other with extensive group intervention experience. No one-day retreat was included 
in this study due to time constraints on caregiver availability.  
3.8 Data Collection  
3.8.1 Interview Schedule 
Smith and colleagues (2009) posit that loosely structured interviews are deemed one of the best 
methods of obtaining rich and detailed data for studies using IPA. According to Willig (2003), 
interviews enable the researcher to access individual’s subjective meanings, interpretations and 
perspectives with flexibility. Willig (2003) also highlights that interviews recognise individual 
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differences and consider diverse forms of expression. By incorporating this type of data 
collection into the current study it was possible to learn ‘what is important in the mind of the 
informants: their meanings, perspectives, and definitions; how they view, categorise and 
experience the world’ (Taylor & Bogdam, 1989, p. 88). Semi-structured interviews were 
utilised in the current study and held two weeks post intervention in the Community Neuro-
Rehabilitation Service. One participant was interviewed in their home. 
Interviews were conducted according to an interview schedule (Appendix H). The 
process of creating the interview schedule involved a review of the literature and reflection in 
supervision. It was piloted with a psychologist in clinical training and a family member. This 
enabled familiarity with the schedule and critical review and reflection in relation to answering 
the research question. After critical review and reflection, a number of the questions were 
omitted after the pilot interview. On reflection, the interview schedule was too long, overly 
extensive and detailed, and therefore constraining. The schedule did not allow enough space 
for the participant’s account, and as a result not probing their experiences further. The 
researcher revised the interview schedule, shortening it and starting with broad, general 
questions that allowed the participant to set the parameters of the topic, and not the other way 
around. This was to ensure that the researcher did not impose their understanding of the 
phenomenon on the participant’s narrative (Smith et al., 2009). Reducing the number of 
questions allowed the participants the opportunity to focus the interview on what they felt was 
important about their experiences of MBSR, and to open up what Smith and Osborn (2003) 
refer to as ‘novel avenues’. Smith and Osborn (2003) propose it is these novel avenues that are 
most valuable and are of importance to the participant experience. The researcher endeavoured 
to enter the caregivers’ life world rather than forcing them to enter the researcher’s. Probes and 
specific questions were introduced where necessary to encourage participants to elaborate on 
what was being said.  
The schedule was not followed rigidly, instead it was utilised as a guide. It allowed the 
interviewer to ask questions in a natural order, while accommodating differing sequences from 
one interview to another. The format of semi-structured interviewing allowed the researcher to 
reflect on the participant’s unfolding account in real time and supported flexibility in deciding 
where and when to probe further during the interview. During the interview the researcher 
remained attentive to different experiences raised by participants themselves and encouraged 
participants to expand on these. The researcher attempted to remain vigilant of her own 
reactions to participants’ reports throughout the interview process. Importance was placed on 
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establishing rapport with each participant throughout the interview process. To facilitate this 
empathetic communications skills were utilised (Norfolk, Birdi, & Walsh, 2007). All 
interviews were recorded using a dictaphone and transcribed verbatim for analysis. Interviews 
ranged in duration from 46 minutes to 86 minutes. Reflective memos were kept throughout the 
research process (Appendix I). These proved a useful reference tool and exploration aid for the 
researcher during research supervision and the analysis stage (Smith et al., 2009).  
3.8.2 Data Analysis 
Each interview was transcribed verbatim and reformatted in Microsoft Word to assist 
the analytical process. The analysis was completed over an extended period (October 2017 - 
February 2017), due to the iterative process of IPA characterised by an inductive cycle. The 
researcher followed the procedures and stages of analysis outlined by Smith and colleagues 










































Figure 1. IPA Analytic Process - Adapted from Smith and colleagues (2009)  
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A number of tables and figures are presented below to guide the reader through a number of 
the stages of the analytic process. Table 3 presents an example of the initial coding process 
which includes exploratory comments (linguistic, conceptual and descriptive). Table 4 presents 
an example of the identification of emergent themes, with exploratory comments each 




Table 3. Extracts from Initial Coding (Exploratory Comments) 
 













As a result of mindfulness she takes a 
step back and thinks She stops to 
reflect - questioning his motives as 
opposed to instantly reacting to the 
situation 
 
‘Whereas now I kind of take a step back and think, can he do this? Is he just…….? 











Degree of fluency (hesitant) 
 
Use of Metaphor 
‘Dog with a bone’ 
 
 
‘I was under a lot of pressure……yeah with my husband, young boys and a farm. I 
was under severe pressure‘ 
 
‘…I couldn’t…..I couldn’t cope……I was heading for a nervous breakdown……’ 
 
‘Whereas before I would probably be like a dog with a  bone, and it still wouldn’t 











Sense of acceptance/ letting go 
 
‘I kind of am in a situation and when we are out at anything and this is what some of 
the people were saying, if you are out at a wedding or communion if he is talking to 
someone, initially the sweat would pour out down through me. Now I am thinking, 
I’ve no control over it. I actually don’t, I hope he is not insulting anybody. Because I 
said to him, we can all think stuff but we can’t say it. Now I kind of say to myself, 






Table 4. Exploratory Comments and Identification of Emergent Themes 
 





















Interviewer: It sounds like it made you realise 
a few things. 
Participant 4: to slow down, yeah. A little bit. 
I wouldn’t say I’ve fully slowed down but I 
have a small bit, I know myself I have. And just 
not worrying and panicking. And even 
sometimes if it was even to get into the car to 
go to Cork or Dublin, I would say “How am I 
going to manage?” But now I just say, you 
know what, I’ll get into the car, we will go, we 
will get there, just trying not to worry as much 
as I can you know. Trying to deal with 
situations a bit better. I was all the time trying 
to be, and that was one thing we learned from 
the group…you can’t fix everything and I was 
trying all along to do the best I can, and you’re 
best isn’t always good enough, and you 
know……and I don’t always make the right 
decisions and I am not perfect either. It just 
thought me more than I ever…….and the more 
I was even thinking about it during the week, 
or little things, just to take time out sometimes 
……sometimes I will just go up and even lie in 
the bed for half an hour or an hour. 
 
 
Hesitant to proclaim that she has fully slowed 
down 
 
Trying not to think too far ahead in the future  
 
Being present to experience 
 
 
All the time ‘trying to be’ 
What was she trying to be? Perfect? 
 
Doing her best and not feeling it is good 
enough - Sense of failure 




Acceptance of self: awareness as a result of 
mindfulness 
 
Taking time for self  
Introducing self-care strategies  
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An example of the Superordinate Theme Growth through Mindfulness: ‘We were invigorated 
by it’ is presented in schematic formation in Figure 2. Microsoft Excel was used to explore 
theme frequency in the interview data (Appendix K). The physical re-arrangement of themes 
was also used to aid the data analysis process (Appendix K).  
 
Figure 2. Schematic Representation of Superordinate Theme: Growth through Mindfulness: 
‘We were invigorated by it’ 
3.9 Confidentiality and Anonymity  
To safeguard participant confidentiality transcript pseudonyms were used (e.g. Luke). 
Other identifying information in the interviews such as the names of stroke survivors, family 
members and town names were altered or removed to ensure confidentiality. The lead 
researcher held all interview recordings. These were not distributed among other investigators 
at any stage. The dictaphone on which interviews were recorded was kept in a locked drawer 
in the researcher’s home until which time the interviews had been transcribed and the analysis 
completed. The transcripts of recorded audios were not shared with other investigators and 
instead only sample quotes were provided in drafts of the results section.  The laptop used by 
the researcher for the duration of the research was password protected using a password known 
Growth through Mindfulness:
‘We were totally invigorated by 
it’ 
Living in the Moment
Relaxation 
Improved Mood






















only by the researcher. For the purposes of confidentiality, excerpts of the transcripts as 
opposed to full transcripts are provided in the appendices.  
3.10 Demonstrating Validity 
In qualitative research the traditional scientific aim to achieve ‘objective’ knowledge, 
ideally unaltered by researchers’ and participants’ activities and preconceptions is viewed as 
unachievable and inappropriate (Yardley, 2000). Qualitative research mostly originates from 
philosophical traditions such as phenomenology, constructivism and pragmatism which 
contend that all knowledge obtained is unavoidably mediated and constricted by an individual’s 
perspective, culture, purposes and language (Camic, Rhodes, & Yardley, 2003). Therefore it 
necessitates a different approach to demonstrating its validity. Yardley (2008) identified four 
key dimensions for enhancing, evaluating and demonstrating the quality of qualitative research. 
These include sensitivity to context, commitment and rigor, transparency and coherence, and 
impact and importance (Yardley, 2008). While not prescriptive, these dimensions aim to help 
researchers reflect on and justify the methodology utilised.  
Qualitative analysis must crucially ensure that sensitivity is demonstrated and that the 
meanings generated by participants are carefully considered, avoiding the imposition of pre-
conceived categories on the data. In the current study sensitivity to context was established by 
undertaking a thorough literature review on caregivers of stroke survivors and MBIs. In 
addition the researcher reviewed the literature on qualitative methods, in particular IPA. Within 
the literature review a clear rationale is demonstrated for the study. Sensitivity to context 
remained essential throughout the process and in particular during the data analysis phase, with 
significant effort made to analyse each interview idographically before collating across 
interviews (Shinebourne, 2011). 
A high degree of commitment was demonstrated from the outset of the research process 
through to the analysis and final write-up by engaging fully with the participant’s narratives.  
Rigour denotes the thoroughness of the study regarding sampling, and completeness of the 
analysis (Yardley, 2008). Sampling techniques and rationale for using a purposive, 
homogenous sample are noted in detail. Similarly the researcher adhered to the analytical 
process as outlined by Smith and colleagues (2009) to ensure all steps were carried out. The 
researcher ensured that sufficient time was allocated to data immersion before attempting to 
draw conclusions. Similarly the researcher attended an academic workshop on IPA research 
design and analysis to ensure commitment and rigour to the process. 
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Transparency and coherence was established by thoroughly detailing the research 
process. The systematic analysis of data is outlined in the methodology (Chapter 2: Section 
3.8.2) and follows a chain of evidence that starts with the initial transcripts and highlights the 
path to the final document. The coding and analytic process is contained in the appendices 
(Appendix J) and presented in a worked example above (Section 3.8.2). The researcher 
engaged in ongoing personal critical reflexivity and reflective memos (Appendix I) document 
the researcher’s relationship to this area and potential biases that may have impacted the study 
(Finlay, 2009).  
Impact and importance highlights the requirement for research to generate useful 
knowledge whether it be in terms of generating hypotheses, the practical utility of the research 
or altering the way we think about the world (Yardley, 2008). The researcher aims to actively 
promote the findings of this research. It is proposed that this research will inform evidence-
based practice in serving as a foundation for understanding caregivers of stroke survivors’ 
MBSR experience and the value of MBSR in supporting caregivers to manage the 
psychological symptoms that impact them in their caregiving role. 
3.11 Ethical Considerations  
Ethical approval for the current study was obtained from the Health Service Executive 
(HSE) Mid-West Research and Ethics Committee (Appendix L).  Ethical consideration was 
given to confidentiality and anonymity, informed consent and potential distress as outlined 
above (Section 3.6.2; 3.6.3; 3.9). Given the research indicating the significant benefit of MBIs 
across a range of physical and mental health problems for stroke patients (Lawrence, Booth, 
Mercer, & Crawford, 2013), ethical consideration was given to permitting caregivers only to 
the MBSR programme. The American Heart Association/American Stroke Association (2014) 
published a scientific statement with evidence-based recommendations for stroke family 
caregiver and dyad interventions. An update paper was published in 2017 which supports the 
original scientific statement recommending that caregiver specific interventions are preferred 
for studies targeting caregiver outcomes, while dyad interventions are preferred for studies 
targeting survivor outcomes (Bakas, McCarthy, & Miller, 2017).  
3.12 Reflexivity 
Reflexivity is often considered a defining feature of qualitative research, converging 
from quantitative research in which the researchers’ subjectivity is judged as a source of bias 
(Gough & Madill, 2012). In the context of qualitative analysis, researcher subjectivity is 
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viewed as a resource, affording an opportunity to contextualise and enrich research processes 
(Finlay, 2002). IPA explicitly recognises the researcher’s subjective beliefs and assumptions 
and how this will influence interpretation and meaning-making (Smith, 2015). However, Smith 
and colleagues (2009) advise that in order to prevent researchers’ overtly influencing the 
process, they are encouraged to reflect upon and bracket off their own subjective beliefs and 
assumptions during stages of data collection and analysis. Through explicitly acknowledging 
and documenting such tendencies, it is suggested that their respective influence may be 
minimised (Smith et al., 2009).  
The researcher’s own position in the research process, and ways in which this may have 
contributed to the interpretations she arrived at, have been explored in her reflective memos 
(Appendix I). These memos were utilised and referred to during the analysis stage in an effort 
to assist the researcher in acknowledging her assumptions. In addition, reflective boxes have 
been interspersed throughout the results section. Finally, the discussion section includes a 






Chapter Four: Results  
4.1 Chapter Introduction  
In this chapter, the findings from analysis of 9 interviews are presented to answer the 
research question: What are caregivers of stroke survivors’ lived experiences of MBSR? Three 
superordinate themes, each with descriptive titles, emerged from the data and will be discussed 
in detail with their respective subordinate themes. Illustrative quotes are provided to evidence 
participants’ spoken word, providing the reader with rich insight into the caregivers’ world. 
Analytical comments are offered to explain the researcher’s interpretation of each theme. The 
formatting of the results include direct quotes in italics, with a three dot sequence signifying 
the removal of ‘surplus’ text. Surplus text has been removed in order to aid with the clarity of 
the points communicated by each respective participant. Pauses in speech are indicated by a 
series of six dots. Interspersed within this section are reflective boxes which include the 
researcher’s reflective accounts. 
4.2 Overview of the Findings  
In answering the research question: What are caregivers of stroke survivors’ lived 
experiences of MBSR?, the researcher experienced a tension between the planned approach to 
target the caregivers' experiences of taking part in MBSR and the caregivers' wish to tell their 
stories of the consequences of their loved one having a stroke and their lived experience as a 
caregiver. Reflecting on the process of interviewing participants, the researcher acknowledged 
the unfounded belief and fear that the topic area of interest to the researcher, namely caregivers’ 
experience of MBSR, would not be covered through the interview process given the strong 
desire for caregivers to tell their story. The researcher learned that gathering good-quality data 
for IPA warrants open-ended interview questions, ensuring to maintain a careful balance 
between guiding participants and being led by participants. The researcher learned to be 
flexible and creative in her thinking in order to make sense of the analysis and how it unfolded, 
ensuring that participants’ experiences were illuminated. This lead a persuasive account that 
explained the pertinent experiential themes relevant to caregivers of stroke survivors’ lived 
experience of MBSR.  
Table 5 presents three superordinate and nine subordinate themes that emerged from 
the data. Life after Stroke: ‘I am the stroke victim as well’ captures the context from which 
caregivers came to participate in MBSR. It explores the consequences of stroke for the 
caregivers, including the physical and emotional toll of the role of caregiving and the 
significant life changes and losses experienced. The theme provides a foundation for 
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understanding caregivers’ journey to MBSR. Growth through Mindfulness: ‘We were totally 
invigorated by it’ explores the core skills, attitudes and learnings of the MBSR experience that 
permeated caregivers’ lives, and supported them to better manage in their caregiving role. It 
highlights a number of significant and transformative skills and processes cultivated through 
caregivers’ participation in MBSR including; developing the ability to be more present moment 
focused, attitudinal shifts including increased acceptance and compassion towards the self and 
others, and decreasing reactivity in stressful situations. A Shared Journey through Mindfulness: 
‘You just felt you weren’t on your own’ explores the value of engaging in MBSR with fellow 
caregivers. It discusses the sense of universality of distress among caregivers and illuminates 
the shared understanding experienced in the group. It also captures the omnipresent sense of 
strong connection among group members, the uniqueness of the caregiver group as a source of 
relief, and the fulfilment experienced by caregivers through their dual role of support providers 
and consumers.  
 







Life After Stroke: 
‘I am the stroke victim as well’ 
 
 
Toll of Caregiving 
Change and Loss 
 
Growth through Mindfulness: 
‘We were totally invigorated by it’ 
 
 
Living in the Moment 
An Eye Opener 
Responding Rather than Reacting  
 
 
A Shared Journey through Mindfulness:  
‘You just felt you weren’t on your own’ 
 
In the Same Boat 
Like Family 
A Load of Pressure Off 





4. 3 Life after Stroke: ‘I am the stroke victim as well’ 
 The superordinate theme Life after Stroke: ‘I am the stroke victim as well’ concerns the 
consequences of stroke from the caregiver’s perspective. Caregivers describe the sequel of the 
stroke, namely the negative impact of their new found role as a caregiver on their mental and 
physical health. Caregivers discuss a range of emotions engendered by being at the coalface of 
caregiving, in particular the struggle experienced in the role and the felt sense of frustration. 
Throughout caregivers’ accounts is the recurrent sense of change and loss. Caregivers reflect 
on their pre-stroke life and their pre-stroke partners, both now dramatically altered.  
4.3.1 Toll of Caregiving  
 A common theme resonating among caregivers’ accounts was the physical and 
emotional toll of the caregiver role. Caregivers experienced a dramatic change in their life 
situation, undertaking the demanding role of caregiving suddenly and without preparation. All 
caregivers spoke of the intense emotions associated with the challenges of adjusting to caring. 
Niamh explained ‘You know it’s very hard to deal with’, when describing the strain she 
experienced in her role. Caregivers verbalised the struggle experienced, including the levels of 
stress and a felt sense of frustration, ‘And frustration you know, you can snap’ (Orla). Most 
caregivers suffered from stress and feelings of frustration and this had a detrimental effect on 
caregivers’ physical health. As a result of caregiving demands, caregivers described finding it 
difficult to meet their own physical health needs. Lucy described her deteriorating health prior 
to engaging in the programme: 
‘I wasn’t sleeping at night, my cholesterol had got to 9.4 and my blood pressure was going 
through the roof’ (Lucy) 
Several caregivers described experiencing a range of physical health problems including lack 
of sleep, low energy levels, and pains and aches which they associated with the stress of 
caregiving:   
 ‘I used to suffer very bad with headaches, but that was stress’ (Rose) 
Moreover, caregivers described the negative impact of stress on their mental health. Both Rose 
and Fiona acknowledged that their mental health was deteriorating and that the caregiving role 
was beginning to overwhelm them: 
‘I was heading for a nervous breakdown’ (Rose) 
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‘I was falling into a hole and I could see no way out of that hole’ (Fiona) 
Caregiving was conceived as a physically and emotionally draining experience, and caregivers’ 
accounts conjured up a picture of caregiving as a relentless and often overwhelming task. Fiona 
described how her son had noticed changes in her physical appearance as a result of the stress 
she experienced over a period of one year in the caregiving role: 
‘My eldest fella took a photo of me a year and a half ago, and he said: Mum look how much 
you have aged, even the lines on your face’ (Fiona) 
The stress of the stroke and its lasting implications are illustrated in Fiona’s description of her 
deteriorating physical appearance. The detrimental consequences of the stroke appeared to 
challenge caregivers’ perceptions of their ability to cope in their role. Niamh described feeling 
imprisoned in her role as a caregiver: 
‘It’s almost like you’re in a prison’ (Niamh) 
The image presented by Niamh suggested her experience of caregiving was analogous to 
captivity or confinement. She alluded to being trapped by her caregiver duties which had taken 
over her life, depriving her of her freedom and resulting in isolation. Luke identified himself 
as a ‘stroke victim’. This expression appeared to signify the significant impact the stroke had 
on not only his wife, the survivor, but he himself:  
‘I am the stroke victim as well……but all of us carers are stroke victims as well’ (Luke) 
Luke offers a powerful account of his own emotional journey as a consequence of the stroke 
and describes a sense of joint disability where both the stroke victim and the caregiver suffer 
as a result of the stroke. It was clear from Luke’s account that he felt that the impact of the 
stroke on the caregiver was brushed aside by wider society and that caregivers of stroke 
survivors remained the forgotten victims of stroke. Similar to Luke, Helen described that while 
the stroke victim drew much needed attention after the stroke, as a caregiver she was left to 
cope independently. Caregivers expressed a sense of feeling forgotten, with their partners' 
needs coming first, and the support stopping there: 
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‘I thought all the care was there for him at the time but there was nothing there for me……to 
see how I was……or to see how I felt……or how I coped with him……and the stroke’ (Helen) 
 
Paddy acknowledged ‘Carers do have care needs’ and that carers should be given the chance 
to be open and honest, vent their frustration and share their experiences. He outlined the 
significance of MBSR for caregivers in recognising those needs: 
‘...but there is an emotional side of it as well, as a carer and this is recognition of that, of the 
carer’s side, that they have taken a hit, and I did appreciate and I do appreciate the fact 
that…thought of putting it on for carers’(Paddy) 
Caregivers expressed amazement and gratitude at being offered a programme specifically for 
the caregiver.  They reflected that the sole focus of the support they received to date had been 
on the stroke survivor:  
‘…this is just for you, and I was saying “What do you mean, for me?”......and he was saying, 
yes this is just for the carers……I just think it’s an amazing thing now to see this care coming 
in for the person who is looking after the stroke survivor’ (Lucy) 
Caregivers described putting up a front in an effort to disguise the inner turmoil they 
experienced. Fiona describes promoting a continued façade of normality: 
‘My mood isn’t…...I keep the best side out……you are just trying to keep the best side out the 
whole time’ (Fiona) 
The importance of maintaining a positive front was emphasised in Fiona’s descriptions. To the 
outside world, she wished to appear able to cope. This was further typified by her reluctance 
to finish her sentence explaining her mood. Lucy described the contrast between how she feels 
and how she appears to others on the surface: 
Reflective Box: The language used by both Luke and Fiona in their interviews had a 
significant impact on me. I remember interviewing Luke and getting goose bumps when he 
referred to himself as a stroke victim. Similarly Fiona’s raw description of likening 
caregiving to being in prison served to personify her suffering.  I reflected on how powerful 
their statements were and I felt a strong need to tell their story of struggle in order for others 
to understand their experiences and journey to MBSR. 
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‘…people are coming in and saying “You’re looking so well, you are looking great”, and you 
know, you are just crumbling inside’ (Lucy) 
The use of the word ‘crumbling’ suggests that Lucy felt as if she was falling apart inside. This 
image is juxtaposed by Lucy’s apparent strong appearance.  For Lucy there was a clear 
distinction between her outward appearance and the reality of her inner feelings. Fiona 
described the difficulty she experiences in going out because she is afraid to meet people and 
for them to enquire about her welfare: 
‘I kind of dread people. I love getting out but……the other side of it now, you would nearly be 
hiding on people because you are avoiding people asking how you are’ (Fiona) 
Fiona’s reluctance to reveal any information appeared to be directed at protecting herself from 
the concern of others. Rather than explain her situation Fiona found that it was easier to avoid 
social situations and withdraw from people.  
4.3.2 Change and Loss  
 Throughout the interviews loss and change were pervasive themes. Caregivers 
described the stroke as an abrupt and unexpected event which deposited them into the caregiver 
role. Caregivers frequently highlighted the changes between their lives before and after the 
stroke and described the numerous losses they experienced; loss of relationship, loss of the 
person and loss of normality. Niamh described the stroke like a ‘boulder……that has been fired 
at us’ with the devastation that followed resulting in significant losses across caregivers’ entire 
lives: 
‘Everything has changed……our marriage has changed, our relationship has 
changed……our whole lives’ (Niamh) 
Caregivers spoke about the physical, cognitive and social effects of stroke on their partners. 
They described in detail the changes, in particular cognitive impairment and alterations in their 
mood and personality:  
 ‘That person is never the same again because they think differently, act differently’ (Fiona) 
‘He will lose his temper, he will just lose it’ (Lucy) 
‘My husband’s short term memory now is gone’ (Orla) 
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Helen described how her husband’s personality had changed post stroke, and how he had let 
the family down, ‘He could offend you if he came in…and he thinks he is being funny. And he 
has let us down’. Alterations in cognition, mood and behaviour of the stroke survivor meant an 
erosion of their personality and for some caregivers their loved one had become someone who 
was dramatically different from the partner they had known. Recognition of this loss of both 
their partner and their relationship was difficult for caregivers to not only acknowledge but to 
adjust to. Fiona illustrated the sense of loss of her partner describing her situation now: 
‘You are in this house with maybe a stranger’ (Fiona) 
Fiona’s depiction of her husband as someone who was unfamiliar to her suggested that the 
stroke had taken away part of her husband, leaving a ‘stranger’ in their place. This description 
illumined her felt sense of isolation. The language utilised by Fiona and other caregivers in 
their accounts highlighted the devastation of the losses and feelings of loneliness. Helen 
described grieving the loss of her relationship with her partner and stated simply, ‘I miss having 
my husband’. The loss experienced often meant that caregivers felt distanced from their partner 
and an unfamiliarity towards them. Lucy’s account of being unable to talk to others about the 
loneliness she now experiences in the company of her husband compounded her sense of 
isolation: 
‘…loneliness, which is a big part, because you are dealing with someone who has changed, 
they are not the same person, but you need someone to……it’s very hard to say that to 
someone who hasn’t been there……that I feel lonely because this person I am with isn’t the 
same person they were before their stroke’ (Lucy) 
The intensity of Lucy’s loneliness was amplified by her twofold experience of isolation; she 
not only felt detached from her husband but also felt unable to reach out to others and discuss 
her feelings for fear of judgement.  
Caregivers described how changes in their partners not only impacted them but also impacted 
other family members, in particular their children. Echoed throughout participant’s accounts 
Reflective Box: In each of the interviews there were many moments of sadness as caregivers 
recounted how their lives had been altered drastically as a result of stroke. I particularly 
remember moments when caregivers became tearful and the feeling of helplessness I 
experienced in not being able to change things for the caregivers. 
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Reflective Box: I felt an overwhelming sense of sadness listening to caregivers’ accounts 
of their losses. I noticed that I automatically began to compare caregivers’ stories from one 
interview to the next and I wondered if this was something caregivers experienced while 
completing the programme. I was curious about the role of comparison in the group and its 
was the impact of the loss on the whole family and the stark reality that family life would never 
be the same again: 
 ‘My daughter even says the family is not the same and I am trying…I know it is never going 
to be the same again because my husband is a different man’ (Niamh) 
Orla described how the stroke had a ‘domino effect’, changing the life of the stroke survivor, 
which inevitably resulted in a chain reaction of alterations and loss throughout both of their 
lives:  
‘But that sense of loss you know. I would have said this is a domino effect, that person is 
never the same… they are never the same, so your life is never the same’ (Orla) 
Resounding in caregivers’ accounts were descriptions of increased responsibilities and the new 
demands which they faced, both physically and emotionally as a result of the changes in the 
stroke survivor. Fiona likened her husband to ‘a big child’, and explained how she took on all 
the responsibilities within the household, shouldering the burden of worry in isolation:  
‘……before I could talk to my husband like I’m talking to you, but you can’t anymore. All 
that’s gone. You are worrying about the bills, you are worrying about everything on your 
own, but before you could share everything’ (Fiona) 
Niamh described how before the stroke her husband enjoyed doing household activities which 
allowed her time for herself and contrasted this with her new situation, reporting more 
restrictions in terms of lifestyle and increased responsibilities, with her husband now unable to 
do anything:  
‘My husband loved shopping, my husband did lots of stuff like cooking, which enabled me to 
go, and meet my friends for coffee or whatever on my days off……he took part in the house 
work or whatever, now I have to do it all,  he does nothing really’ (Niamh) 
Niamh also described the taken-for-granted assumptions and plans for the future which she had 
with her husband. The disappointment seeped through Niamh’s account as she acknowledged 
the loss of their desired future and plans for retirement together: 
‘You plan for retirement, you think about holidays, little breaks here and there…… and now 
suddenly we are left with this person who sleeps a lot, who is extremely tired all the time, who 







For some caregivers, the occurrence of the stroke functioned as an alarm bell, an event that 
confronted them with the fragility of life and their own mortality. While caregivers mostly 
focused on describing changes in the stroke survivor, it was clear that they too were different. 
They appeared more fearful about their own health and their future, and more aware of their 
vulnerability: 
‘I have thought an awful lot about what if something happened to me, what would happen if I 
had a stroke in the morning?’(Helen) 
‘I suppose my biggest worry is that I would get sick myself, that’s my biggest worry’ (Fiona) 
Both Fiona and Helen gave the impression that they were frightened by the realisation that their 
tenure in the world was uncertain. Confronting one’s own mortality lead to fear and anxiety 
among caregivers.  
4. 4 Growth through Mindfulness: ‘We were totally invigorated by it’ 
The superordinate theme Growth through Mindfulness: ‘We were totally invigorated 
by it’ described the core skills, attitudes and learnings of the MBSR experience that served to 
improve caregivers’ psychological well-being, and supported them to better manage in their 
caregiving role. Niamh suggests, ‘I think it saved me……I don’t know where I would be today 
without the course’. Caregivers described mindfulness as a powerful ‘tool’ and valued their 
experience of MBSR, reflecting on how it permeated many aspects of their daily lives. 
Caregivers reflected on how they were now more present moment focused and several 
caregivers reported developing the ability to be less reactive in stressful situations, learning to 
respond in a more desirable way. Caregivers also noticed a shift in their attitudes, describing 
the programme as ‘an eye opener’. They described developing an increased acceptance of their 
experiences and ‘letting go’ of trying to change their experience.  Caregivers reflected on 
generating self-acceptance and self-compassion which served to foster self-care practices. 
Caregivers explained how these positive changes were observed by family members and 
healthcare professionals alike.   
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4.4.1 Living in the Moment 
 Caregivers described being more focused on present moment experience through 
practising mindfulness. Lucy reflected that she is starting to live in the present: 
‘…doing mindfulness and learning, it’s amazing the world we live in, we are always racing 
all the time……but I like that I am starting to live in the present’ (Lucy) 
She contrasted living in the present with an image of ‘racing’ which she associated with the 
modern world. For Lucy, present moment focus was something she believed must be 
consciously learned through mindfulness practice in order to step outside the busyness of life.   
When discussing focusing on the present moment Paddy similarly presented a contrasting 
image of modern-day life with the relaxation benefits of focusing attention on the here-and-
now:  
‘Mindfulness……that you can kind of relax, instead of hustle and bustle and rushing and 
racing’ (Paddy) 
He described how this focus served to relax him, as opposed to participating in the frenzied 
rush of daily life. Paddy noted how he was learning to focus on the present and to ‘take every 
day as it comes’.  Niamh described how mindfulness practice encouraged her to take notice 
and appreciate the simple things in life. She reflected on an experience of being present to birds 
singing:  
‘Little things like that you wouldn’t be bothered listening to. You could have the window open 
and would hear a bird singing and before I would say “Jesus am I for the birds?” But now I 
would say, god that’s actually nice, where as you wouldn’t take notice of it before’ (Niamh) 
Developing an awareness of the present moment was found to be associated with a positive 
impact upon mood and thinking. Pausing to become more aware of present moment 
experiences, rather than engaging in rumination appeared to free participants from getting stuck 
in harmful future focused thought processes:  
‘…and just not worrying and panicking. And even sometimes if it was even to get into the car 
to go to Cork or Dublin, I would say “How am I going to manage?” but now I just say I’ll 
get into the car, we will get there, just trying not to worry as much as I can’ (Fiona) 
Through the practice of mindfulness, Fiona was able to focus and deal with her current situation 
without worrying about the future. Niamh reflected on how her fellow caregivers described 
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focusing on the present moment and this helped to her to become more aware of her own mind 
travelling into the future. This was a significant learning for her from the programme:  
‘…no matter what, all the drama with their partners and strokes but no matter what, they just 
got through it and got up the next day…… try not to think too further, too far in the future, 
that was the big thing I think I found’ (Niamh) 
Similar to Niamh, Helen also perceived present moment focus as beneficial, specifically in 
preventing the likelihood of getting absorbed in negative thoughts:  
‘I’m totally chilled out now whereas before I worried about everything’ (Helen) 
Niamh described her increased acceptance of the present moment, and her willingness to allow 
the day to ‘take its course’ without attempting to change its outcome. She reflected that she 
was constantly trying to do, and recognised the need to switch her focus towards accepting and 
allowing what is, without any pressure on herself to alter it: 
‘I would be trying to juggle 20 things at the same time. Now I just say, let the day takes its 
course, let nature take its course, I can’t……and if it works out it works out and if it 
doesn’t……’ (Fiona) 
Caregivers appeared to move through a process of becoming more aware of and then accepting 
experiences as they were. Caregivers reported that focusing on the present moment offered 
them perceptual distance from stressful situations. They described how it generated an 
improved understanding of thought processes as they were occurring and helped to disconnect 
them from past reactions that previously resulted in poor outcomes:  
‘Before the mindfulness I would have……I wouldn’t have spoken to him, there would have 
been war’ (Orla) 
Luke noted how the simple question at the beginning of the programme of checking-in made 
him stop and focus on his present internal state: 
‘When you are asked the question and how are you today? You have to think of how you are, 
you have to stop and think……usually you don’t’ (Luke) 
This method of checking-in helped Luke to bring his awareness to what was happening in the 
present and to begin to recognise and appreciate the present moment. This was something new 
for Luke and he reflected on the rarity of this action in daily life. Caregivers described a 
reduction in anxiety as a result of focusing on the present. They made a contrast between their 
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responses before and after the programme to events or situations that would normally be a 
source of worry and anxiety:  
‘I wouldn’t have been like that before. I would have been, probably, very anxious ……But 
doing the mindfulness it has helped me relax more now’ (Jim) 
4.4.2 An Eye Opener 
Caregivers described a change in perspective owing to participating in MBSR. They 
reflected on how mindfulness practice fostered increased awareness and acceptance of 
experience. The programme was described as ‘an eye opener’ as it appeared to help caregivers 
to recognise and let go of their worry and ruminative thinking, leading to a re-appraisal of their 
difficulties. MBSR was also accredited with changing caregivers’ perspective in terms of 
constantly being hard on themselves towards cultivating self-compassion and self-acceptance.  
For Helen, difficult situations appeared more manageable. As a result of practising 
mindfulness she described developing a sense of acceptance of difficult situations without 
trying to change them. This precipitated a change in perspective:  
 ‘I can see things now in a total different way whereas before I used to panic and stress’ 
(Helen) 
This was a significant learning not only for Helen but for many caregivers. They reflected on 
how mindful awareness emphasised observing and accepting aspects of their lives and 
experiences as they were, as opposed to attempting to change or manipulate them:  
‘Learning to live with the pain rather than fighting it all the time’ (Lucy) 
Lucy’s description referred to the suffering she experienced in her role, but she described 
learning to relate to this differently, with an attitude of acceptance rather than pushing away 
her experience. Niamh used the analogy of taking the backseat in a car to describe this new 
way of being, ‘I am taking a back seat in some senses’. For Niamh and other caregivers, they 
started to share in the importance of being able to trust in the natural flow of events, cultivating 
an attitude of acceptance.   
Caregivers described experiencing enhanced self-acceptance as a developmental result 
of their mindfulness practice. Caregivers reflected on learning how they began to view and 
accept themselves rather than engage in self-evaluation and self-criticism. Rose described 
letting go of her expectations of herself, accepting her limitations: 
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‘…one thing we learned from the group that was, you can’t fix everything and I was trying all 
along to do the best I can, and you’re best isn’t always good enough, and you know……and I 
don’t always make the right decisions and I am not perfect either’ (Rose) 
Most caregivers described acting in a more mindful way, and starting to accept themselves. For 
Rose and many others, this self-acceptance had a positive impact on their well-being. Many 
caregivers described recognising that they had been very hard on themselves. Orla reported, ‘I 
think we batter ourselves sometimes you know’ (Orla). Similarly Niamh reflected on the 
pressure she had put herself under. She learned through mindfulness practice that she needed 
to take better care of herself: 
‘I thought I wasn’t doing enough. I know I was doing everything. Well I wasn’t doing 
everything like but…I just thought, look. I wasn’t really doing……I thought I could do a lot 
more…….I should be doing a lot more…… whereas the course was kind of for me, you 
learned you have got to take care of yourself’ (Niamh) 
Caregivers allude to increased compassion towards themselves across their narratives. 
Caregivers reflected on becoming aware that they often placed others’ needs above their own, 
in particular the stroke survivor. They described a shift in thinking towards their own needs, 
leading to enhanced self-care practices:  
‘Give yourself a couple of minutes, forget about everyone else, don’t be worrying about 
everyone, anything, just worry about yourself, for a couple of minutes like’ (Luke) 
‘I find now I go to bed a bit earlier for myself and little things like that. Just have a bit of time 
for myself, if it is only to lie down, for half an hour or an hour, to have a bit of time to myself’ 
(Orla) 
Orla reflected on how she now practices the self-care routine of going to bed earlier. This is in 
stark contrast to how she described treating herself earlier in her account, reflecting on how she 
used to be, ‘honestly I would be so hard on myself’. As a result of engaging in mindfulness, 
Orla came to cultivate an appreciation of the importance of being more compassionate towards 
herself. As a result of engaging in MBSR, Orla and other caregivers described fostering a 
renewed relationship with themselves in which they began to take better care of their own 
needs.   
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4.4.3 Responding Rather than Reacting 
After taking part in MBSR, a common thread among caregivers’ accounts was their 
experience of being less reactive in difficult situations and interactions with others. 
Mindfulness encouraged participants to respond to their experience rather than react to their 
thoughts. Caregivers noticed how they now considered their choices, as opposed to 
automatically reacting in situations. 
Jim reported how mindfulness made him ‘think before you jump’ and ‘stop and think 
for a minute rather than dive in’. He contrasted this with his previous reactions to difficult 
situations, ‘whereas normally you would rush in’. Jim’s ability to self-monitor supported him 
to develop more of an observational attitude, employing a more contemplative approach to 
challenging situations, stopping to think before responding and making conscious choices.  
Caregivers described that before MBSR they would have had previous strong reactions 
to stressful situations and this would have resulted in negative outcomes. Mindfulness practice 
supported caregivers to be aware of their negative evaluations as they were happening, and as 
a result they described learning to let go of knee-jerk reactions to external events. Helen 
described experiencing a new way of responding, which for her was more reflective and less 
argumentative: 
‘Whereas before now, I would have to get stuck in and be like, you can’t be doing this now 
and I’d get angry and they would be angrier’ (Helen) 
‘It did improve my mental health because now I take myself out of any situation that I think is 
going to escalate to an argument. It would only escalate to an argument…….in that argument 
I am the one that is tormented’ (Fiona) 
Caregivers reported that the programme helped them to choose how to respond, as opposed to 
react to difficult situations. For some caregivers like Fiona, mindfulness served to teach her to 
remove herself from difficult situations. She learned through mindfulness practice that her 
reactions often precipitated the escalation of arguments and that this resulted in negative 
consequences for her mental health. Other caregivers such as Jim described taking a step back, 
effectively giving him more choice in how to respond. Jim provides an insightful description 
of this: 
‘Before we went to the course…you wouldn’t know what to do like, whereas just talk a few 
minutes with them, not to fly off the handle, do you understand me? Just take a step back and 
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have a think for a minute, and then go away about your business again, without causing any 
bit of an argument’ (Jim) 
Jim described actions that were neither reactive nor habitual, but had an element of flexibility.  
He responded with a deliberately considered action.  He explained how he had become more 
aware of the range of responses he could bring to the situation as a result of engaging in 
mindfulness practice. Niamh described realising that she did not have to react to her thoughts, 
precipitating a positive change. She reflected on the outcomes of her previous actions: 
‘Stop for a second now and see what you are going to do here before you make a right mess 
of it altogether. Before like, the whole place would be fighting like’ (Niamh) 
Niamh described that being aware of what was happening inside herself in the moment was a 
way to prevent her getting caught up in her emotions or thoughts in the moment.  Luke 
described a serious and stressful incident involving a recent car crash in which he reflected on 
how mindfulness had helped him to respond more calmly. He described dealing with the 
incident:  
 ‘I just said my insurance is dealing with that, my insurance will deal with her insurance, and 
let them (insurance companies) at it…… mindfulness would have thought me to……smell the 
coffee, worse can happen’ (Luke) 
Mindfulness practice supported Luke to stop and consider the bigger picture. This ability to 
regulate his behaviour meant in practical terms for Luke a more desirable way to respond to 
stress. Mindfulness practice was described by all caregivers as supporting them to relate to the 
stressors in their life more skilfully.  
Participants described others noticing positive changes in them after participating in 
MBSR. Helen discussed how she had been taking a high dose of anti-depressants before the 
programme, with her doctor reducing them post programme: 
‘She’s seen a change in me, she said I’m brighter looking and I look a bit more healthy, 
because I looked like shit 24/7……cold sores 24/7’ (Helen) 
Similarly Fiona discussed how her counsellor in Primary Care noticed a change in her since 
participating in MBSR. She appeared calmer and stronger: 
‘I went for counselling in primary care, and…the first few weeks and I was doing the 
mindfulness, and she even noticed a change as well so I was able to stop my counselling. I 
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was calm, I was a lot better than I would have been, I used to be the whole time crying…..I 
feel that I’m a small bit stronger because of that course’ (Fiona) 
Helen proudly noted how her children had observed changes in her, commenting that she 
appeared happier in herself: 
‘…even I says, even the kids say mam do you know, why don’t you go and do something else 
because you were really happy in yourself and you were out there and kind of buzzing all the 
time’ (Helen) 
4.5 A Shared Journey through Mindfulness: ‘You just felt you weren’t on your own’ 
This superordinate theme explored the value of engaging in MBSR with fellow 
caregivers. It discussed the sense of universality of distress among caregivers and illuminated 
the shared understanding experienced in the group. The strong connection among group 
members fostered a sense of support, safety and belonging which facilitated trust and the 
disclosure of difficult emotions and experiences. The group was considered a place where 
caregivers could come and relieve the pressure building on them, experiencing release in the 
cathartic process of articulating their emotions. Caregivers reflected on how they benefited not 
only from receiving knowledge, information and support from other caregivers but also in their 
ability to help others and feel as if they had something of value to offer. Caregivers profited 
from fulfilling dual roles of help receivers and help providers in the MBSR group.  
4.5.1 In the Same Boat  
Caregivers frequently expressed the universality of distress among group members 
utilising the expression ‘in the same boat’. This experience of universality was therapeutic for 
caregivers as it served to normalise and validate their difficult feelings and experiences. The 
universality of distress was explored by all caregivers. Talking to fellow caregivers with a 
mutual understanding of the challenges of caregiving was helpful in coping with difficult 
emotions. Caregivers emphasised how meaningful it was for them to be in a room with other 
people who understood them: 
‘When you were talking you felt it in the room that……people understood’ (Orla) 
Caregivers expressed great relief and reassurance at discovering that they were not alone and 
that others experienced similar difficult feelings. Listening to other caregivers generated an 
awareness of the universality of the difficultly experienced in the caregiving role: 
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‘It was just great listening to their stories……and you would say “God I know how they felt”. 
It was brilliant. It was fantastic to know there was someone out there that knew exactly what 
you had to go through’ (Helen) 
Contact with fellow caregivers and experiencing this shared understanding had a calming effect 
on Fiona:  
‘…but then when you hear other people going through it you think, yeah… you come out of it 
relaxed, you think this is a good thing’ (Fiona) 
For Rose, the group provided solace from the worrying thought that she was unique or alone 
with what she previously identified as unacceptable thoughts and feelings towards her husband: 
‘It was good……to say well you know what, I’m not somebody that is an Ogre in the corner 
getting frustrated and tormented…these people go through the same thing…and I’m not the 
only one. Because before I would say to myself, am I really bad to have these 
thoughts?......that I am actually sick of him, not of him, the carry on……and then the group’  
(Rose) 
The group served to remove caregivers’ sense of isolation and validate their experiences of 
being frustrated and finding it difficult to cope. This had a positive effect, as Rose reflected, ‘I 
came away better for it’. The group provided caregivers with a chance to escape from the world 
of stroke obliviousness and enter an understanding environment. Fiona and Orla spoke about 
how the group was their first experience of being understood since their husband’s stroke. This 
understanding from fellow caregivers ameliorated feelings of isolation: 
‘It was the first time ever since my husband got sick that I felt I was in a group who 
understood the situation’ (Fiona) 
‘You just felt you weren’t on your own. It was the first time ever I felt I wasn’t on my own. 
I’m sure the other few people……by talking to them felt the same ……It was a new 
experience for me really’ (Orla) 
For both caregivers, talking with fellow group members who shared a mutual understanding 
served to alleviate feelings of loneliness and fostered an awareness of the struggle of caregiving 
as being universal to the group. As caregivers shared their stories, they recognised 
commonalities. They highlighted that certain ‘common denominators’ between caregivers were 
clearly evident:   
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‘It was just about an understanding……we all had something in common……there was that 
common denominator there…….that vein running through us’ (Niamh) 
While caregivers were at various stages of the caregiving trajectory and providing different 
levels of care, they identified themselves as belonging to a common group and they shared 
concerns unique to their situation. Caregivers also described making comparisons between 
each group members’ caregiving experiences. These comparisons were not described in a 
negative way but rather were seen as enhancing their group experience and providing relief to 
fellow caregivers:  
‘We started comparing our own cases like. It seemed to be of huge relief to everyone’ (Jim) 
The comparison among caregiving situations served different purposes for caregivers. Lucy 
compared her situation with those who found themselves in a worse situation and this 
downward comparison had the positive effect of generating a sense of gratefulness: 
‘You are learning from their stories and at the same time you are just…….grateful……in a 
way. There was a part of it when I came out of meetings, grateful in a lot of ways, because I 
know that my husband was very lucky that he has come on so well’ (Lucy) 
Most caregivers described how making comparisons to other caregivers served to foster a sense 
of gratefulness, resulting in a positive impact on their well-being. It was clear that when 
caregivers compared themselves to fellow caregivers who were experiencing greater 
challenges in their role, caregivers’ felt sense of suffering in their role appeared to decrease.  
 The universality experienced by caregivers was described by some as rooted in a strong 
sense of shared identity. Caregivers described others within the group as being like a ‘mirror’ 
or as if they were ‘cloned’: 
‘A woman beside me, her husband had a stoke as well and it was like as if she cloned me 
because the things she was saying would be the exact same things as I would be saying’ 
(Helen) 
Witnessing other caregivers share their experience of the emotional toll of caregiving triggered 
a sense of shared identity among the group. Caregivers recognised themselves in the person 
sitting in the chair beside them speaking each week: 
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‘We could all see that, that’s me sitting in that chair, it actually is. That’s my scenario, that’s 
his, that’s us, just cause she or he is in that chair today being kind of emotional, that is all of 
us, we are all going to, we are all in that chair and that’s it, that’s the way it was’ (Niamh) 
 
Orla made parallels to being a spectator to her own experience. She described that through this 
observation of herself, and this shared sense of identity, she developed greater self-awareness: 
‘Listening to Niamh, knowing it was her, but I could see myself, it was like looking in a 
mirror…..I said no. I had to……my life had to change…….I was looking straight at her face 
and I could see myself in a mirror and I was there…..that women…...she’s in serious trouble 
here……and that was me’ (Orla) 
This self-awareness helped her to acknowledge that something had to change and that she was 
heading for ‘trouble’ if she continued living her life as she was. The sense of shared identity 
had a dual purpose function in the group; it served to foster greater connection among 
caregivers in the sense of shared understanding and it also precipitated some caregivers in 
developing greater self-awareness.  
 Caregivers spoke of the unique understanding among fellow caregivers due to the lived 
experience of caregiving and contrasted this to the unintentional lack of understanding from 
family and friends: 
‘When you talk to family and friends you would be giving out maybe or saying, they don’t 
really get that because they are not living with it as I said, and they would say, oh god that’s 
awful but do they really understand?’(Orla) 
They described difficulties in confiding with friends and family due to their belief that they 
were unable to relate to the caregiving situation as they have never experienced it directly. It 
was noted among caregivers that they could speak to one another with a powerful authenticity 
that stemmed from their first-hand experience of caregiving in ways that family and friends 
could not: 
‘…we all knew what we were talking about……whereas I couldn’t say it to…….now don’t get 
me wrong my sisters knew what I was going through and all that……but …..they knew 
exactly (group) what I was going through because everyone one of them had gone through 
being a carer for a stroke victim’ (Helen) 
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Fiona alluded to the felt sense of isolation experienced by virtue of other family members and 
friends not being able to relate to her:  
‘It was very good like, it was just someone to talk to who understood the situation……who’s 
had a stroke partner that can relate to you. Because family don’t, I just feel that your family 
don’t understand, you know our friends, they don’t understand like these people did’ (Fiona) 
Fiona’s repeated use of the word ‘understanding’ suggests its importance to her. It is evident 
from her account that discovering this understanding among fellow caregivers was a powerful 
experience for her. Lucy spoke about the hurt she felt as a result of her family being unable to 
understand her situation. She noted the commonality of this experience among caregivers: 
‘That came up where sometimes your own family doesn’t understand and it can be very 
hurtful because you feel they should know what you are going through but they don’t, but 
these are all things you are hearing from other people who are going through similar things’ 
(Lucy) 
4.5.2 Like Family  
Within the group, a strong sense of connection was described among group members, 
likened by many to ‘family’. Caregivers described the environment of the group as 
characterised by trust, honesty, non-judgement and respect. These characteristics served to 
provide an environment of support, safety and a strong sense of belonging in which caregivers 
were able to open up to their previously hidden emotions. Caregivers described engaging in 
self-disclosure, sharing personal experiences, feelings and reactions to their caregiving 
experience. Caregivers described the trust among participants: 
 ‘You threw it out into the public domain with people that you trusted, everyone trusted each 
other’ (Jim) 
The trusting nature of the group described by Jim and other caregivers encouraged members to 
show their vulnerability within the group. It enabled and supported caregivers to feel safe and 
served to increase the openness within the group; ‘as a group we could all open up’ (Orla).  
Caregiving described exploring their experiences in great depth and discussing emotions that 
they had previously concealed. A number of caregivers typified the felt safety within the group 
by highlighting the non-judgmental attitude of other caregivers, ‘they wouldn’t judge me, you 




‘…not feeling embarrassed to talk about what happened and what……the 
circumstances……and how you try to cope’ (Luke) 
Paddy spoke about talking openly and intimately with other caregivers in the group about his 
situation, noting that he had not done so before with his friends or family, and that he would 
not dare to do so: 
‘We told out everything, everyone spoke……but I couldn’t see myself telling my brother or 
sister those things…there is no way I would sit down for an hour and tell him the way I was 
feeling……the pressure…… I have sisters, sister in laws that I couldn’t talk to, my own 
children even, I couldn’t see myself sitting down talking, getting it off my chest, letting off 
steam, or whatever you call it, where as we did, we did with strange people like’ (Paddy) 
Rose highlighted the honesty and truthfulness within the group: 
 ‘…they were all so open, they were willing to explore……they were so honest and so 
unashamed and kind of surprised at themselves that they were so open with our group’ 
(Rose) 
The atmosphere of the group was highlighted by all the caregivers as unique to the group. The 
connection among group members facilitated participation in the group, and contributed to the 
authenticity and sincerity of the group, strengthening the group itself. Paddy commented on a 
fellow caregiver’s open expression of their story: 
 ‘…able to express all her feelings in the group and very comfortable doing so’ (Paddy) 
Paddy’s reflection on his fellow caregivers’ ease and openness reinforced the sense of safety 
among group members. Similarly Jim spoke about the ease at which fellow caregivers talked 
with one another, exemplifying the comfort they felt. Jim explained that it was similar to talking 
with a family member:  
‘Everyone was relaxed in the company they were in, the same as if you would chat at home 
with your mother, or your sister or brother or whatever’ (Jim) 
All caregivers commented on the strong bond or connection within the group. There 
appeared to be a strong sense of belonging to the group, illustrated by expressions such as ‘like 
family’ to describe the group bond. Participants highlighted the fact that they were all strangers 




Reflective Box: I felt energised after re-listening to caregivers’ audios and starting to 
visualise this as a significant theme. The strong connection experienced in the group felt 
like a huge part of the therapeutic effect of MBSR. I wondered about the clinical practice 
implications of this.  
 
‘…it’s nice to be in a group of strangers who had this bond, that we had all this thing, this 
bond connecting us together and we were total strangers……we became friends’ (Jim) 
Caregivers described ‘the support within the group’. This unconditional support acted as a 
powerful source of safety for the group.  The group appeared to take on the role of being a 
secure and affectionate place where caregivers could receive support and acceptance from 
fellow caregivers. Rose noted, ‘There was just a beautiful connection’. While caregivers 
understood that the purpose of the programme was to learn about mindfulness, many caregivers 
recalled how it developed into something more: 
‘We all knew there was, the whole purpose of the group was, the mindfulness but…….it 
evolved into something more’ (Rose) 
All caregivers reflected how the group was characterised by warmth, camaraderie, and a deep 
connection. Several caregivers described feelings of disappointment when the group ended: 
‘I think people were disappointed when it ended’ (Helen) 
‘I kind of miss it to be honest’ (Rose) 
Throughout caregivers’ accounts, they discussed the strong bond in the group. They described 
feelings of belonging and connection within the group. The group served not only to support 
the process of ventilation but the affective sharing of one’s inner world without judgement or 
fear of embarrassment. The honesty and openness with which caregivers spoke about their 
experiences among group members exemplified the felt sense of safety in the group. The 
acceptance experienced as a result of this sharing appeared to be of paramount importance to 





4.5.3 A Load of Pressure Off  
Caregivers conveyed a sense of relief when articulating their experience of attending the group, 
‘there was a kind of relief, a load of pressure off you’ (Jim). Most caregivers held a desire to 
verbalise the inner turmoil that they sometimes experienced in the caregiver role. Caregivers 
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frequently expressed the desire to connect with other caregivers in an effort to share their 
stories. It was clear that caregivers wanted to tell their story: 
‘Everyone wanted to tell someone what their experience was’ (Niamh) 
Being able to discuss this provided a release, and was experienced as cathartic. Caregivers 
highlighted the significance of being able to share and unload difficult feelings, worries and 
concerns and noted the considerable relief associated with this process: 
 ‘…we off loaded a lot of stuff that…….that would still be on our shoulders if we didn’t 
offload it’ (Fiona) 
Jim explained ‘it seemed to be of huge relief to everyone’. Being given the space to tell their 
story appeared to help to unburden caregivers, facilitating their expression of previously 
bottled-up accounts of their caregiving experience: 
‘That everyone wanted to get out their version of their story, and they wanted to get it off 
their chest’ (Jim) 
The opportunity to not only unpack their own story, but to be listened to and heard appeared to 
be cathartic. Lucy described the experience of expressing oneself in a group with other 
members relating to her:  
‘The different people were telling their different stories. There was always some part of it that 
you can relate to, you know the way because it’s got to do with strokes, maybe what the 
partner might be going through, the way they were feeling or just..….it’s amazing like’ (Lucy) 
Rose used the descriptor ‘getaway’ when describing MBSR, which conveyed a sense that she 
felt that the group was acting to rejuvenate her. Helen communicated a similar image with the 
use of the word ‘outlet’, reflecting that attending the group provided a respite opportunity for 
her. Participants contrasted the change in their mood before and after the programme, reflecting 
on the sense of relief experienced:  
‘I felt 100 times better going out of there than I did going in there. It was like a weight was 
after…it felt like there was a weight lifted off my shoulders and I feel so better since’ (Helen) 
Caregivers reflected on how the group offered them the break they required in order for them 
to go back to their caregiving role with increased energy. Rose highlighted how the group 
served to benefit the stroke survivor: 
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‘It’s beneficial too to the stroke survivor because you are getting that time out, so by the time 
you go back to them, you are kind of feeling better in yourself as well’ (Rose) 
Fiona described the programme as ‘a right tonic for us all’ and ‘the best medicine any of us 
could have got’. This was in contrast to the metaphor ‘a tonne of bricks’ used by Jim to describe 
the burden experienced before the programme. The ultimate sense of relief experienced after 
attending the group was likened to ‘a release valve’ by Jim. Rose highlighted how the group 
experience provided her with clarity of mind, and contrasted this with her sometimes muddled 
mind in the caregiving role: 
 ‘…it kind of cleared our own heads, and go back home and then say “Ok, I’m not dealing 
with this now”…….cause you do get caught up in your surroundings and the people you are 
dealing with. You can’t think straight you know’ (Rose) 
Other caregivers highlighted the instant relaxation experienced upon entering the group and 
closing the door to the outside world:  
‘You would go in and you would close the doors and suddenly you could just relax’ (Lucy) 
‘It is time out for your own head, for your own space’ (Luke) 
The group offered Luke and the others headspace they needed, and provided them with time to 
recuperate, relax and restore. In addition, laughter and humour contributed to the relief 
experienced in the group. Humour appeared as beneficial for the morale of the group and was 
used to make light of difficult situations and emotions experienced in the group. It appeared to 
make the caregiving challenge seem more surmountable and made suffering in the moment 
seem more tolerable for caregivers. Humour also served to strengthen the social bond among 
the group:  
 ‘We had a laugh, we had a joke…...in other words that……life goes on..…and actually they 
had all been through, pretty horrendous situations as any kind of a stroke is and here we are 
now and we are having a laugh (Niamh) 
4.5.4 Dual Role - Givers and Receivers  
Caregivers reported that they found it helpful to learn factual information from other 
caregivers in the group who had gone through similar experiences. For most caregivers, 
however, the experience of discovering that they were of importance and benefit to other 
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caregivers boosted their self-esteem and improved their mood. Caregivers were simultaneously 
providers and consumers of support and information, and benefitted from the dual roles.  
Caregivers shared in the discovery of solutions to common dilemmas in caregiving and 
as a result increased their repertoire of effective coping skills during the programme. 
Caregivers described listening to and observing how their fellow caregivers dealt with the 
challenges of caregiving and reported that this provided them with ideas on how to cope more 
effectively: 
‘I got advice from them you know, how to deal with situations and you don’t think of it at the 
time but maybe during the week you could be going through a situation and something might 
kick in’ (Fiona) 
In this way, caregivers were able to consider novel ways of approaching problems and the 
challenges posed provided to them from the unique perspective of personal experience. 
Caregivers were described as enormously helpful to one another in offering support, 
reassurance, suggestions, and insight through sharing similar problems with one another. For 
the caregivers, other group members represented the real caregiving world, and they counted 
on their fellow caregivers for truthful insight and suggestions. For Orla, the group provided her 
with the strength to stick with a difficult decision through reassurance and advice from other 
caregivers. She trusted in the advice and support from her fellow group members to follow 
through on her decision:  
‘If I hadn’t done the course I would have backed down. I know in my heart and soul I would 
have backed down big time…..and my life would be hell’ (Orla) 
Throughout Orla’s account, she frequently highlighted how she accepted observations from 
other group members more readily than from her own family members. She also noted how 
supportive and motivating it was for other group members to share in her successes. The 
inherent expertise derived from group members’ own lived experiences echoed throughout 
caregivers’ accounts. Lucy described benefitting through the intrinsic act of giving and 
receiving advice which unintentionally facilitated a reduction in feelings of isolation.  
‘Just learning from each other, and being able to give each other advice, not feeling 
alone, just having other people there, and not being on your own’ (Lucy) 
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For some caregivers, the experience of discovering that they could be of importance to another 
caregiver boosted their mood. Their self-esteem was raised through the altruistic act of 
imparting information: 
 ‘Just being able to talk to each other about how did you manage this or was he like this? Just 
being able to give each other feedback, like I found listening good but I also felt good being 
able to give advice as well, being able to help people through my own story as well, which I 
thought was good. And I felt good being able to do that’ (Helen) 
Helen benefited not only from the support she received but also in her ability to help others and 
feel as if she had something of value to offer to other caregivers, fulfilling the dual role of help 
receiver and help provider. The uniqueness of the group format offered caregivers the 
opportunity to be of benefit to other group members, raising their self-esteem. Caregivers 
simultaneously benefitted from receiving information from other caregivers who had 
surmounted problems similar to theirs.  
4.6 Chapter Summary  
The three superordinate themes and their respective subordinate themes have been 
discussed in detail to answer the research question: ‘What are caregivers of stroke survivors’ 
lived experiences of MBSR?’ The theme Life after Stroke: ‘I am a stroke victim as well’ 
captured the background and context to which caregivers engaged in MBSR. Caregivers’ 
descriptions of the detrimental toll of caregiving and the significant life changes and losses 
experienced painted a vivid picture of struggle and provided a foundation for understanding 
caregivers’ journey to MBSR. The theme Growth through Mindfulness: ‘We were invigorated 
by it’ identified the valuable skills, attitudes and teachings caregivers developed through their 
MBSR experience. It explored how caregivers integrated mindfulness in everyday life, which 
in turn lead to improved psychological well-being and supported them to manage the 
psychological symptoms that impacted them in their caregiving role. The theme A Shared 
Journey through Mindfulness: ‘You just felt you weren’t on your own’ explored the sense of 
universality of distress in caregivers’ experiences and the strong connection among group 
members. The uniqueness of the caregiver group as a source of relief, and the fulfilment 
experienced by caregivers through their dual role of giving and receiving support was also 
highlighted. The findings in this section will be discussed in relation to previous literature in 




Chapter Five: Discussion 
5.1 Chapter Introduction 
This chapter provides a critical discussion of the study’s findings. The findings will be 
discussed with reference to the existing literature, highlighting the study’s unique contributions 
alongside convergences with existing literature. Strengths and limitations will be identified and 
potential implications for clinical practice, policy, and avenues for future research will be 
discussed. The chapter will finish with the researcher’s reflections and conclusions on the 
study.  
5.2 Summary of Findings  
The present study sought to answer the research question: What are caregivers of stroke 
survivors’ lived experiences of MBSR? Given the limited literature exploring this, the current 
study aimed to develop a clear understanding of caregivers’ lived experiences of the 
programme. It also sought to understand MBSR’s meaning and value in supporting caregivers 
to manage the psychological symptoms that impact them in their caregiving role. As illustrated 
in the previous chapter, the present study revealed three interrelated superordinate themes, each 
with descriptive titles: Life after Stroke: ‘I am a stroke victim as well’, Growth through 
Mindfulness: ‘We were invigorated by it’ and A Shared Journey through Mindfulness: ‘You 
just felt you weren’t on your own’. Superordinate theme headings are used below to navigate 
the existing literature and its applications to the current findings. While the themes in the 
current study map onto those identified in former qualitative research, some of the findings 
transcend previous literature and highlight important implications for clinical practice, policy, 
and future research.  
The theme Life after Stroke: ‘I am a stroke victim as well’ reflects caregivers’ desire to 
tell their story about the experience of stroke, and the resulting consequences from their 
perspective. This process appeared to perform a cathartic function within the MBSR group 
experience. McLeod (1997) suggests that the verbalisation of lived experience is in itself 
therapeutic and that underlying the practice of psychotherapy is the assumption that people 
come to terms with their problems by speaking about them with an attentive listener. In the 
current study, fellow caregivers in the group assumed the role of attentive listener. Pennebaker 
and Seagal (1999), in their work on the mental health benefits of narrative therapy, posit that 
when individuals put words on their emotional upheaval, it results in a marked improvement 
in their physical and mental health.  
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Looking at the results of the current study, caregivers’ desire to tell their story is clearly 
apparent, with one superordinate theme dedicated solely to caregivers’ experiences of life post 
stroke. During the interview process it was only when caregivers’ desire to tell their stroke 
story was facilitated and addressed, that caregivers progressed to exploring their lived 
experience of MBSR. The results of the study reflect this process. In his work on grief and loss, 
Downs (1993) captures the therapeutic effect of telling one’s own story with a quote relating 
to his experience: ‘Each time I tell my story it occupies less space and grief in my soul’ (Downs, 
1993, p. 303).  Importantly, the theme Life after Stroke: ‘I am the stroke victim as well’ 
provides the reader with a foundation for understanding how caregivers came to participate in 
MBSR, presenting the background and context to their lived experience of the programme. 
Understanding the emotional and physical toll of caregiving, and the subsequent loss and 
changes that occurred post stroke, scaffolds the readers’ appreciation of the caregivers’ journey 
to MBSR.  
For the purpose of the current study, and in an effort to comprehensively answer the 
research question ‘What are caregivers of stroke survivors’ lived experience of MBSR?’, the 
attention and focus in the below sections will closely concentrate on the themes Growth 
through Mindfulness: ‘We were totally invigorated by it’ and A Shared Journey through 
Mindfulness: ‘You just felt you weren’t on your own’. The researcher acknowledges the theme 
Life after Stroke: ‘I am the stroke victim as well’ as inherent to the context of the research 
question, and therefore a brief overview of the theme findings in relation to the existing 
literature will be discussed.  
5.2.1 Life after Stroke: ‘I am the stroke victim as well’ 
This theme strongly echoes the findings of previous qualitative and quantitative studies 
highlighted in the literature review exploring the consequences of stroke. The definition of 
caregiver burden posited by Bialon and Coke (2012) identifies caregiver burden as the 
psychosocial and physical response to the disproportionate demands put on the caregiver 
through various factors which include personal time, physical and emotional states, and 
multiple roles and responsibilities. In exploring caregivers’ accounts, it was clear that they were 
experiencing significant frustration and stress, and feeling overwhelmed by the 
disproportionate demands placed upon them in their caregiving role. The significant toll this 
took on their mental and physical health parallels previous quantitative and qualitative reviews 
(Chen & Botticello, 2013; Das et al., 2010; Greenwood & Mackenzie, 2010). Caregivers’ 
accounts suggested that many of the caregivers were experiencing burden in their role prior to 
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attending MBSR, similar to quantitative studies outlining the increased prevalence of burden 
in stroke caregiving populations (Kumar et al., 2015). Furthermore, research has demonstrated 
that caregiver burden results in physical health decline (Denno et al., 2013) and the current 
study mirrors these findings, with caregivers indicating physical health complaints such as 
headaches, back pain and high cholesterol. The Stress Response Theory (McEwen & Stellar, 
1993) proposes that perceived stress elicits a response which is characterised by arousal and 
suppression of various bodily functions in an effort to maximise an individual’s coping ability. 
It suggests that repeated exposure to stress, particularly of the long-term nature which is 
associated with caregiving, can compromise an individual’s physical health.  
In the current study there was a sense that caregivers felt overwhelmed in the caregiving 
role, with frequent descriptions of the strain experienced trying to manage the competing 
demands of caregiving responsibilities. Similar to the current study, Cecil and colleagues 
(2013) found that caregivers experienced an increased workload, taking on tasks previously 
done by or shared with the stroke survivor and highlight the strain experienced in juggling 
competing demands. Greenwood and Mackenzie’s (2010) meta-ethnographic review of 
qualitative literature examining caregivers of stroke survivors’ experiences surmised that 
caregivers of stroke survivors undergo a ‘biographical disruption’ in their lives. The authors 
detail the profound changes in relationships, roles, responsibilities, and future goals and plans, 
all of which were evident in the current study.  
This theme builds on existing knowledge concerning the toll caregiving can take on 
caregivers’ physical and mental health, and the challenges that caregivers face in overcoming 
the consequent life changes and losses after stroke. The vivid and raw descriptions provided 
by caregivers present the context and background to understanding caregivers’ journey to 
participation in MBSR.  
5.2.2 Growth through Mindfulness: ‘We were totally invigorated by it’ 
This theme described caregivers’ growth through mindfulness, exploring their lived 
experience of the programme and how they developed a number of valuable skills, attitudes 
and teachings through engaging in MBSR. It explored how caregivers integrated mindfulness 
skills in everyday life, which in turn supported them in their caregiving role and lead to 
improved psychological well-being. Some of the proposed theoretical models discussed in the 
literature review that underpin mindfulness are illustrated in the context of the results of the 
current study (Chapter 2: Section 2.5.1). Considerable convergences, and some potential 
refinements and elaborations, are observed in caregivers’ accounts.  
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The Five Facet Mindfulness Questionnaire (FFMQ) designed by Baer, Smith, Hopkins, 
Krietemeyer, and Toney (2006) is a self-report questionnaire designed to assess the five 
currently conceptualised elements of mindfulness which include acting with awareness, 
describing, observing, non-judging of inner experience and non-reactivity to inner experience.  
In the current study, all five aspects of the FFMQ can be observed in caregiver’s accounts to 
varying degrees. This suggests that caregivers successfully developed mindfulness skills 
during the programme and benefitted from the experiences that MBSR has been designed to 
deliver (Kabat-Zinn, 1990). 
Mindfulness is defined as ‘the awareness that emerges through paying attention on purpose, 
in the present moment, and nonjudgmentally to the unfolding of experience moment to 
moment’ (Kabat-Zinn, 2003, p.43). Caregivers described cultivating the ability to consciously 
pay attention to their present moment experience through meditation practice. For caregivers 
in the current study, focusing on the present moment encouraged them to start to live in the 
here-and-now, resulting in positive psychological outcomes including reduced anxiety and 
increased relaxation. This is in line with study findings from Allen and colleagues (2009) who 
suggest that developing an awareness of present the moment is associated with a positive 
impact on mood and thinking. In the current study, caregivers also reflected on how practicing 
mindfulness through focusing on the present moment appeared to help them increase their 
awareness of their propensity to project into the future, and engage in subsequent analysis and 
evaluation. Caregivers reported a change of perspective, letting go of focusing on the future 
and becoming clearer about what was actually happening in the now, rather than 
catastrophizing about possible future scenarios. Letting go is a fundamental attitude to the 
practice of mindfulness (Kabat-Zinn, 1982). Kabat-Zinn (2017) suggests that this should be 
nurtured in mindfulness practice, proposing that the cultivation of an attitude of letting go is an 
integral ingredient for the healing journey. While caregivers in the current study do not 
explicitly indicate a ‘healing’ outcome as a result of cultivating an attitude of letting go, they 
described endorsing this approach which resulted in a reduction in stress levels.  
 Kabat-Zinn (1982) proposes that an attitudinal foundation of mindfulness practice is 
that of non-striving, with mindfulness practices posited to support the cultivation of an 
orientation of being with experience, and letting go of striving to change experience. In the 
current study, mindfulness practice helped caregivers recognise their propensity to strive to 
change their situation or to try to make things better. Caregivers reported beginning to 
understand their own role in perpetrating cognitive, emotional and behavioural patterns by 
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striving to change certain caregiving situations. Buddhist psychology suggests that striving 
underpins suffering (Bodhi, 1984). Kabat-Zinn (2003) suggests that mindfulness practice 
fosters participants’ ability to cultivate attention to experience, unattached to changing the 
experience. In caregivers’ accounts, they described a renewed sense of acceptance, taking every 
day and every situation as it comes. Many caregivers described switching focus towards 
accepting and allowing what is, without any pressure on themselves to try to alter it. Other 
caregivers reflected on how they had constantly tried to change situations or circumstances in 
an effort to make things better for their family or the stroke survivor, and noted how this 
resulted in a negative impact on their well-being. Baer (2007) postulated that acceptance and 
openness to experience cultivates a greater capacity to tolerate distress or difficulty. Baer 
(2007) suggests that avoidance of difficult or distressing experiences is a significant factor in 
many psychological disorders and that the development of an ability to observe experience 
non-judgementally, and ‘to introduce a space between perception and response’ is an important 
skill (Bishop et al., 2004, p.232). In the current study, increased acceptance appeared to support 
caregivers to non-judgmentally accept negative feelings such as frustration, without acting 
upon them impulsively, and without careful consideration of their consequences.  
Caregivers’ letting go or acceptance of experience was linked to the development of self-
acceptance. Caregivers observed that mindfulness practice appeared to support them to become 
more aware of their own perfectionism, and their automatic tendency to focus on the needs of 
others. By definition, mindfulness encompasses a state of self-acceptance, with the focus of 
mindful attention on acceptance of, and exploration of present experiences as opposed to self-
evaluation and self-criticism (Carson & Langer, 2006). Caregivers described being less critical 
and more self-accepting, and noticing a shift in their attitudes towards self-care practices. Self-
acceptance appeared to increase caregivers’ motivation to give their own needs greater priority 
and introduce self-care strategies, leading to caregivers taking better care of themselves. Carson 
and Langer (2006) propose that self-acceptance is crucial to mental health. They suggest that 
an inability to unconditionally accept oneself can lead to emotional difficulties such as anger 
and depression. This is frequently documented in the caregiver literature (Loh et al., 2017). 
Kabat-Zinn (1990) has long argued that mindfulness practice can enhance people’s ability 
for self-compassion. Additionally, Germer (2009) acknowledges that mindfulness is central to 
self-compassion training. For caregivers in the current study, compassion towards oneself 
appeared to play a distinctive and significant role in their growth through mindfulness. 
Caregivers described recognising the low levels of compassion they showed towards 
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themselves. They reflected on how they discovered a new, kinder way of being towards oneself, 
cultivated through taking the time to engage in mindfulness practices and the programme as a 
whole. They learned to practice self-compassion, and to direct care toward themselves leading 
to improved well-being. Allen and colleagues (2009) examined the experiences of participants 
with recurrent depression engaging in MBCT and the findings of their study echo the current 
study findings. Participants reported an improved relationship with oneself, valuing the self 
and recognising their tendency to put others needs before their own as an outcome of MBCT 
participation.  
Bishop and colleagues (2004) suggest that increased awareness of present moment 
experience provides greater understanding of previously unconscious patterns of behaviour and 
thought, and therefore increases an individual’s sense of choice and control. This maps onto 
Baer’s (2009) concept of self-regulation, defined as ‘the ability to behave adaptively while 
distressed’ (p.19). Shapiro and colleagues (2006) posit that self-regulation is a personal 
mechanism that results from engaging in the process of ‘reperceiving’.  Repercieving directly 
relates to participants’ experience of being able to see one’s options and rather than reacting, 
choosing to respond in more desirable ways. In the current study, caregivers described changes 
in their ability to self-regulate in challenging or stressful situations as a direct result of engaging 
in MBSR. Caregivers reflected on many distressing situations that had occurred which 
previously resulted in high reactivity and the escalation of feelings of anger or frustration. 
Caregivers described using mindfulness to regulate their emotions and gain a sense of control, 
clarity and perspective on the situation, instead of becoming overwhelmed by their emotions. 
These findings are consistent with descriptions of changes in emotional regulation in 
mindfulness theory and research. Shapiro and colleagues (2006) suggest that decreased 
reactivity, and increased self-regulation is a crucial mechanism which may contribute to the 
changes in psychological and physical health outcomes found as a consequence of engagement 
in MBSR interventions. The findings in the current study corroborate their assertions. 
Additionally, caregivers described improved relationships with others, including their spouses 
and their children over the duration of MBSR. They attributed these improved interpersonal 
relationships to enhanced emotion regulation abilities and reductions in stress levels. When 
describing their improved emotion regulation abilities, caregivers reported taking a moment to 
pause and reflect during conflictual conversations, responding in a calmer manner.  
Caregivers recognised the application of the skills and attitudes cultivated through MBSR 
to everyday situations, including their transferability to coping in the caregiving role and 
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supporting them to manage their psychological well-being. They reflected on how mindfulness 
provided them with the tools necessary to deal with daily stress and frustrations. The theme 
Growth through Mindfulness: ‘We were totally invigorated by it’ provides complementary and 
in-depth qualitative data to support several reviews on MBSR effectiveness in improving 
caregivers’ psychological well-being (Liu et al., 2017). These findings add to the understanding 
of caregivers of stroke survivors’ lived experiences of MBSR and its meaning and value in 
supporting caregivers to manage the psychological symptoms that impact them in their 
caregiving role.  
5.2.3 A Shared Journey through Mindfulness: ‘You just felt you weren’t on your own’ 
A Shared Journey through Mindfulness: ‘You just felt you weren’t on your own’ 
featured heavily in caregivers of stroke survivors’ accounts of their lived experience of the 
programme. MBSR is a complex intervention that targets specific theory-based mechanisms as 
detailed above, but also includes non-specific mechanisms such as group effect factors. 
Yalom’s (1995) group therapeutic factors parallel the findings of the current study and appear 
to be linked to change processes related to caregivers’ improved psychological well-being.  
Knight (2002) suggests that healing occurs between people within the therapeutic space 
of a group. The author proposes that the process of telling a story in such a way that it is relived 
emotionally and physically, followed by a corrective emotional experience among group 
members has the potential to engender healing. This hypothesis appears to be particularly 
relevant in the context of the current findings. Caregivers expressively recounted their stroke 
story during their participation in MBSR, sharing distressing feelings with fellow caregivers 
who accepted, connected with and validated one another.  
The therapeutic factor of universality appeared as a prominent factor operating within 
MBSR, cultivating this corrective emotional experience.  Yalom and Leszcz (2005) describe 
‘universality’ as the sense of relief at learning one is not alone in experiencing difficulties. This 
creates a sense of common humanity, resulting in a normalising experience and an 
acknowledgement that suffering is inherent to human life. They suggest that this sense of 
universality serves a cathartic function, which is typified in the current study. Through 
participation in the programme, caregivers described realising that they were not alone or 
unique in experiencing unpleasant emotions attributed to the caregiving role, but that fellow 
caregivers also experienced difficult emotions. Caregivers detailed the undeniable importance 
of the commonality of experience, exemplified by the recurrent use of the expression ‘in the 
same boat’. Spiegel, Bloom, and Yalom (1981) posit that ‘shared experience’ creates a sense 
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of commonality that alleviates the deep sense of isolation so commonly experienced by 
caregivers. The positive impact of the normalising process of shared experiences recounted by 
caregivers in the current study is consistent with previous qualitative research exploring 
participants’ lived experiences of MBIs (Allen et al., 2009; Chambers et al., 2012; Finucane & 
Mercer, 2006; Fitzpatrick et al., 2010; Griffiths et al., 2009; Mason & Hargreaves, 2001).  
The shared experience and unique understanding among caregivers was readily 
contrasted in participants’ accounts to the unintentional lack of understanding from friends and 
family. This maps onto the concept of social support, defined by Cobb (1976) as information 
which leads an individual to believe that they are loved and cared for, valued and esteemed, 
and belonging to a network of mutual obligation and communication. Rigby, Gubitz and 
Philips’ (2009) systematic review on caregiver burden following stroke suggests that the level 
of burden experienced by the caregiver is influenced by the level of family social support 
provided. Das and colleagues (2010) suggest that caregivers sometimes lose contact with their 
support network because they believe ‘they don’t understand’, similar to findings in the current 
study. The Stress-Buffering hypothesis (Cobb, 1976) suggests that social support affects an 
individual’s appraisal of stressful stimuli, and therefore social support appears to play an active 
role in reducing the burden of care.  
In the current study, caregivers recounted the experience of making comparisons among 
fellow group members’ caregiving situations in a process of meaning-making. According to 
Social Comparison Theory (Festinger, 1954), people compare themselves with similar others 
in order to manage their own uncertainty and to learn how to cope more effectively. Caregivers 
described how comparisons with one another supported them to make sense of their own 
experiences and reassure them that they could manage in their role. These types of comparisons 
have been described as upward comparisons, since caregivers described making comparisons 
with fellow group members who they perceived to be coping better than themselves.  Taylor 
and Lobel (1989) propose that contact with others who are confronted with comparable 
difficulties and who are coping better may provide helpful information to improve one’s 
problem-solving strategies. Caregivers also reported making downward comparisons with 
caregivers’ situations that they perceived to be worse off and this resulted in caregivers’ 
experiencing a sense of gratitude. Caregivers recounted the gratitude they experienced as a 
result of attending MBSR and highlighted it as one of the many valuable learnings of MBSR. 
Kabat-Zinn (2013) proposes that gratitude is a fundamental quality of the mind and heart that 
broadens and strengthens the practice of mindfulness. The process of comparison during the 
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programme appeared to help caregivers make sense of their own experiences, reassure them 
that they could cope, and helped them to cultivate a sense of gratitude. Findings similar to these 
have been found by Williamson, Simpson and Murray (2008) who reported Parkinson’s disease 
caregivers’ use of social comparison in the group environment in a process of adaption. 
The cohesion among caregivers appeared to serve a critical role in the formation and 
maintenance of the MBSR group. Yalom and Leszcz (2005) suggest that cohesion is required 
in order for members to ‘engage deeply and constructively in the self-disclosure…essential to 
the process of interpersonal learning’ (p.111). Bernard and colleagues (2008) consider the 
mechanism of cohesion to be the most central therapeutic mechanism in group therapy and 
there is a growing consensus that it is the best definition of the therapeutic relationship in a 
group context. Norcross, Krebs, and Prochaska (2011) posit that cohesion is as important in 
explaining client improvement as the specific theoretical orientation practiced by the group. 
The findings in the current study provide tentative evidence to support previous research 
suggesting that the cohesion among group members is central to participant improvement. 
Many caregivers reflected on the benefits of engaging in MBSR with fellow caregivers who 
they experienced a strong bond with. A cohesive group is suggested to promote self-disclosure, 
creating and sustaining trust among group members. This environment facilitates group 
members to feel safe to express their feelings (Yalom, 1995). In the current study, many 
caregivers highlighted the felt sense of safety and openness within the MBSR group. Similarly, 
MacKenzie (1997) suggests that high levels of cohesion decreases premature dropout, a finding 
which is supported in the current study which demonstrates high retention rates.  
Yalom and Leszcz (2005) contend that a unique benefit of group therapy, compared to 
individual therapy, is the opportunity for group members to interact, observe and receive 
feedback from one other. It is their opinion that ‘groups based solely on other assumptions, 
such as psychoeducational or cognitive-behavioural principles, fail to reap the full therapeutic 
harvest. Each of these forms of group therapy can be made even more effective by 
incorporating an awareness of interpersonal process’ (Yalom & Leszcz, 2005, p.16).  
Caregivers described being encouraged by their interactions with fellow caregivers who 
appeared to be coping well with their situation and often reported how they learned from each 
other, taking action based on the successful behaviours and attitudes of fellow caregivers. This 
cultivated a sense of hope and optimism for the future among caregivers, which Yalom (1995) 
asserts is also central to group therapy. Often group members reported more readily accepting 
observations or advice from fellow members of the group rather than from the facilitator, or 
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friends and family outside the group. In addition caregivers reported experiencing positive 
emotions through imparting information to other caregivers. Both of these findings echo 
Yalom’s (1995) assertions that group members accept advice from fellow group members more 
readily, and that ‘altruism’ is a powerful therapeutic tool which can enhance greatly a group 
member’s self-esteem and feelings of self-worth. 
5.3 Strengths and Limitations  
Smith and colleagues (2009) suggest that the complexity of understanding experience 
involves the unfolding of meanings and perspectives which are uniquely linked to an 
individuals’ embodied experience. The results of the current study are the product of a 
structured, comprehensive and detailed interpretation by the researcher. The results were borne 
out of procedures and stages of analysis outlined by Smith and colleagues (2009), which 
included an iterative process characterised by an inductive cycle carried out over several 
months. The researcher made explicit her situatedness in the research based on her lens as a 
caregiver, and her profession as a psychologist in clinical training. A synopsis on reflexivity is 
included in the methodology, excerpts from her reflective memos are presented in the 
appendices, and reflexive boxes are provided throughout the results section. This allowed the 
reader to consider how her lived experiences may have shaped the interpretations presented in 
the results section and this represents a significant strength of the study. 
Broad inclusion criteria were implemented in the current study. This can be recognised as 
a significant strength of the study. The researcher did not exclude caregivers for the MBSR 
programme in order to promote homogeneity of caregiving experience. There was a high 
degree of variability related to the level of care provided to the stroke survivor, and the length 
of time providing care post stroke. However, all caregivers were community based implying 
the stroke survivor had been discharged from the hospital. Rigby and colleagues (2009) carried 
out a systematic review on caregiver burden and concluded that in studies evaluating 
independent baseline predictors of subsequent caregiver burden, none of the factors reported 
were consistent across studies (e.g. level of care provided). Similar inconsistencies can be 
observed in the literature pertaining to the length of time providing care, making it difficult to 
draw conclusions to the ideal time of caregiver intervention delivery. Cameron and Gignac 
(2008) developed a conceptual framework called ‘timing it right’ identifying caregivers’ 
changing experiences and the consequent support required across the care continuum.  They 
suggest that caregivers require monitoring over time to support the ever-changing needs of the 
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role. The above literature provided a rationale for broad inclusion criteria, representing a 
significant strength of the current study.  
The high retention rates for the current study are a further strength. All caregivers enrolled 
in the study completed the programme (n=10; 9 caregivers completed the interview post 
intervention, one caregiver declined to interview as she was unavailable for a prolonged period 
post intervention). Notes were kept on session attendance rates, with 9 caregivers attending 6/8 
sessions, and 1 caregiver attending 4/8. Variability in retention rates have been documented in 
a number of research studies examining the effectiveness of MBIs for caregivers (Cash et al., 
2016). Research indicates that differences in group environment may explain variability in 
retention rates (Ogrodniczuk & Piper, 2003). The theme A Shared Journey through 
Mindfulness: ‘You just felt you weren’t on your own’ provides support for the above finding. 
The theme suggests that the group environment in the current study was an important 
determinant in caregivers’ engagement with and retention to the programme. 
A number of limitations must be highlighted also. It was recognised that participants were 
drawn from only one MBSR programme for caregivers of stroke survivors and the experience 
of this group may have therefore been unique. However, given the study’s methodology 
utilising IPA with its idiographic focus, the study aimed to explore and understand the meaning 
of caregivers of stroke survivors’ individual lived experiences of MBSR. It did not seek to 
develop generalised claims about other MBSR caregiver programmes or confirm the veracity 
of their accounts.  
The researcher aimed to conduct the interviews in an exploratory and non-directive manner. 
However, caregivers’ accounts may have been influenced as they were aware of the 
researchers’ association with the study. While caregivers appeared to be open and honest about 
their experiences, the researcher was cognisant that they may not have wished to comment 
negatively on any aspect of the programme. Therefore, the underlying social desirability factor 
must be considered when interpreting the results of the study. It is important to note that all 
participants were white Irish, potentially limiting the diversity of the sample. Of note, the 
gender of the sample included six females and three males which is typical of stroke caregiving 
samples and proportionally representative of the caregiving population (Office of National 
Statistics, 2011).  
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5.4 Implications for Clinical Practice 
Tentative recommendations are provided for clinical practice and policy in the context 
of the current findings. The present study has generated original findings which suggest that 
from the perspective of caregivers of stroke survivors, participation in MBSR promotes a 
number of meaningful psychological benefits, and supports caregivers to manage the 
psychological symptoms that impact them in their caregiving role. MBSR appeared to be 
beneficial to the caregivers of stroke survivors, in line with previous caregiver research (Paller 
et al., 2015; Brown et al., 2016; Epstein-Lubow et al., 2011), suggesting the intervention could 
be offered more widely in community-based settings. The programme supported caregivers to 
cultivate the skills and attitudes necessary to enable them to manage more effectively in their 
role and improve their psychological well-being. The study explored caregivers’ integration of 
mindfulness in their everyday lives, and how it fostered an ability to more skilfully manage 
their role as a caregiver during times of stress and frustration. While definitive conclusions are 
precluded, the present study findings are encouraging and support a rationale for at least 
incorporating mindfulness practices into stroke caregiver support programmes - if not 
providing the MBSR programme in its entirety as an intervention to support caregivers of 
stroke survivors.  
As highlighted in the results, caregivers utilised the group as a place where they 
explored their caregiving experiences. While most caregivers believed that they were unique 
in their personal caregiving problems, listening to other group members disclose similar 
difficulties illuminated the fact that ‘there is no human deed or thought that is fully outside the 
experience of other people’ (Yalom, 1995, p. 6). The group represented a safe therapeutic space 
in which caregivers felt supported, validated and understood. It became clear while 
interviewing the caregivers that this therapeutic space provided caregivers with the opportunity 
to tell their stroke story. This appeared to be an integral part of the therapeutic process, resulting 
in catharsis and promoting psychological well-being. In a parallel process, the resounding need 
for caregivers to tell their story during the interview with the researcher was evident. The 
implication of these findings suggest that the therapeutic encounter of the group, and the 
experience of sharing profound feelings with fellow caregivers, is one of the basic mechanisms 
of therapeutic progress and change (Yalom, 1995). This should be facilitated and encouraged 
throughout the MBSR programme in the context of mindfulness practice.  
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5.5 Implications for Policy  
In July 2012, the Department of Health in Ireland released a National Carers’ Strategy 
providing a roadmap for implementing a strategy that ‘ensures that carers feel valued and 
supported to manage their caring responsibilities with confidence, and empowered to have a 
life of their own outside of caring’ (Department of Health, 2017, p.3). The strategy recognises 
caregivers as the ‘backbone’ of care provision in Ireland and the Fourth Progress Report 
(September 2015 – December 2016) sets out the governments’ strategic direction for future 
policies, services and supports. One objective of this strategic plan is to promote the 
development of supports and services to help to protect the physical, mental and emotional 
health and well-being of caregivers. The document, however, does not specify how this is to 
be achieved. The findings from the current study suggest MBSR has shown to be a valuable 
intervention in managing the psychological distress experienced by caregivers and has the 
potential to lead to increased psychological well-being. As an intervention, MBSR may fit well 
with the current objectives of the governmental strategic plan. Due to the cost effectiveness of 
MBSR by comparison to one-to-one psychological interventions, it has the potential to increase 
access to psychological support to a wider number of caregivers (Teasdale et al., 2000). MBSR 
can also be delivered in the community which is the preferred environment for those who have 
demands on their time and are restricted in terms of travel (Whitebird et al., 2013).  
5.6 Implications for Future Research 
As Gallagher-Thompson, Solano, Coon, and Arean (2003) note, time constraints can 
significantly limit the research participation of caregivers in intervention studies. Given the 
time requirements that are incurred through weekly participation and travel to MBSR, respite 
care needs are required. This can often present a challenge for caregivers, in particular for 
dependent spousal caregivers. Significant time commitment and lack of respite care have been 
longstanding barriers to caregiver participation in interventions and research. This barrier can 
disproportionately affect low-income and minority caregivers (Whitebird et al., 2013). 
Caregivers, therefore, present a relevant clinical population suited to online meditation as they 
experience significant demands on their time. The technological advances behind eHealth have 
been pronounced as a major paradigm shift. While interventions provided through 
technological platforms have been developed for other populations in recent years (Eichenberg, 
Wolters, & Brähler, 2013), there has been little research utilising the internet and 
telecommunication platforms for stroke caregiver interventions. Stjernswärd and Hansson 
(2017) carried out a feasibility study looking at the outcome of a web-based mindfulness 
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intervention for caregivers of family members with mental illness (n=97). The results 
suggested significant positive changes for most aspects of caregiver burden including perceived 
stress (p=0.002), self-compassion (p=0.001) and quality of life (relational problems, mental 
health, and problems with daily activities) (p<0.05). The authors concluded that web-based 
mindfulness training may be a useful strategy to support caregivers in their role. Stjernswärd 
and Hansson (2017) also explored the usability of the web-based intervention with caregivers 
through semi-structured interviews. Caregivers reported that the online format ensured 
intervention flexibility and accessibility, removing the potential hindrances created by 
transportation and lack of time. They noted that both the flexibility and accessibility of the 
intervention were motivators to use the online mindfulness training. As telehealth interventions 
for caregivers are in their relative infancy, studies such as that carried out by Stjernswärd and 
Hansson are important and timely. Glueckauf and Noel (2011) highlight that it is likely that 
web-based videoconferencing will become the medium preference to obtain caregiver support 
for the technologically able younger generation as they begin to become increasingly involved 
in caregiving. 
When recruiting and retaining caregivers to MBSR, the language used to identify 
caregivers should be considered (Gallagher-Thompson et al., 2003). It has been acknowledged 
that family caregivers often do not identify with, or recognise themselves as caregivers. Instead 
they see themselves through their role as spouses, sons or daughters who help their parent or 
spouse (Whitebird et al., 2013). Often spousal caregivers view their role as a normal part of 
being a family member or an inherent part of a loving spousal relationship (Kamiya, Murphy, 
Savva, & Timonen, 2012). For some, the term caregiver has negative connotations associated 
with burden and dependency (Whitebird et al., 2013). The implications of not identifying 
oneself as a caregiver, or associating negatively with the term may present as a barrier to 
accessing available services and supports to which caregivers may be entitled (Department of 
Health, 2012). In the current study, the impact of the language used to identify caregivers is 
unknown. When recruiting caregivers in future research it may be useful to incorporate 
language that caregivers can more readily identify with, using terms that they perceive as 
respectful and acknowledge their long-standing roles within their family structures.  
Given the potential for caregivers to disclose stroke survivors’ personal information in 
the interviews, the recruitment process involved stroke survivors providing written or verbal 
consent for their caregiver to participate in the current study. Sixty two stroke survivors were 
contacted by telephone, of which fifty consented for their caregiver to be contacted to discuss 
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the research. The rate of consent of eligible caregivers was 83%, with 12 caregivers prevented 
from accessing this intervention (Chapter Two: Section 5.5.1). For both stroke survivor and 
stroke caregiver related refusals, the reasons are unknown and no data was collected in the 
current study on the rationale behind refusals. Future research may benefit from clarifying the 
causes for refusal. To increase consent and enrolment rates, Whitebird and colleagues (2013) 
suggest better informing both stroke survivors and caregivers of the benefits of MBSR.  
Through participation in MBSR, caregivers observed benefits in their interpersonal 
relationships in the current study. This finding has been similarly found in previous research 
(Allen et al., 2009). There appears to be a dearth of research examining the impact of improved 
interpersonal relationships and other perceived benefits of MBSR on those individuals who 
surround the caregiver. While learning mindfulness may directly benefit the caregiver, future 
research should also examine the benefits of MBSR on the caregivers from the perspectives of 
those in contact with the caregiver. Research suggests that stroke survivors are often 
significantly impacted by the caregivers’ mental and physical health (Das et al., 2010; Chen & 
Botticello, 2013). Therefore, exploration of the perception of the stroke survivor in particular 
on the benefits of mindfulness to the caregiver would be useful in informing clinical practice.  
In the current MBI caregiver literature, there is relatively little emphasis on exploring 
how mindfulness achieves its effects in group settings. The experiences captured within the 
superordinate theme A Shared Journey through Mindfulness: ‘You just felt you weren’t on your 
own’ emphasises the value of the group in the programme. Examining the quantitative data, 
Imel and colleagues (2008) suggest that the effectiveness of MBSR functions at both the 
individual and group level. This is similar to findings in the current study. Imel and colleagues 
(2008) found a significant correlation between group-level variance and improvements in 
participants’ psychological distress levels. The current findings suggest that group effects are 
important mechanisms of change in MBSR.  Future research should attempt to further explore 
what contributes to these group effects in the context of MBSR for caregivers, and how to 
foster and maintain these improved outcomes in the programme.  
5.7 Researcher Reflections  
From my own experiences as a caregiver, I was drawn to thinking about interventions 
to support this population. I discovered that despite the high need of caregivers, they have been 
a relatively neglected group to date. Throughout my time as a caregiver to my father, I gained 
valuable insights into the subtle (and complex) mental and physical health consequences of the 
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caregiving role. I believe this ‘insider perspective’ supported me to understand the caregivers’ 
narratives, and relate to the caregivers and the data in the study in a more empathetic way.  It 
also supported me to develop a more ‘authentic’ and rich description of caregivers’ lived 
experiences of MBSR through my ability to generate meaningful and insightful questions 
during the interview process. The disadvantages of the insider perspective must also be 
acknowledged, with Mercer (2007) suggesting that the insider perspective may generate an 
inherently and unknowingly biased, or overly sympathetic account. Mercer (2007) contends 
that it is a ‘double edged sword’ and what is gained in one perspective is lost in another. 
 A learning that presented early in the interview process was that the research question 
exploring caregivers of stroke survivors’ lived experiences of MBSR proved difficult for 
caregivers to explore at the outset of the interview. It was as though the caregivers needed to 
tell their stroke story first, providing a context and a foundation for understanding them, before 
moving on to discuss their experiences of MBSR. At first I felt as if I was not listening to them 
when I directed them back to the research question. I quickly became aware of the need for 
caregivers to tell their story before they began to explore their lived experiences of the 
programme. I was sensitive to this while progressing through the interviews. This learning also 
proved a significant implication for clinical practice in the current study.  
During the data collection process, it was important for me to reflect on what constituted 
an ‘appropriate’ level of personal disclosure to offer in light of my own personal experiences 
as a caregiver. Consideration was given to the impact of disclosing my own experience on the 
interview process and the focus and attention this may take from the research itself. I therefore 
decided not to routinely tell caregivers of my personal experience of caregiving. That said, I 
believe the perspectives and experiences I brought to the study positively affected my 
interaction with caregivers during the interview process. I understood the honest and raw 
language caregivers used to describe their experiences and emotions, empathically responding 
to their accounts. I was struck by how remarkably honest and forthcoming caregivers were 
when talking about their experiences.  
As a psychologist in clinical training, I believe my experience in reflective practice was 
an asset to the research process. There is an emphasis in the clinical psychology training 
programme on reflection as an important learning tool. Being consistently reflective in my 
clinical work proved invaluable in supporting my use of reflexivity to process and learn from 
the research journey. It also supported me to effectively utilise memo-writing during the data 
collection and analysis process.  
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During the research process, the conflict between being a researcher, a psychologist in 
clinical training, and a caregiver, appeared difficult to reconcile at first. I wanted to support 
caregivers but I was also very aware of my role as a researcher, which was to hear their 
experience fully and facilitate them to describe it in their own words. This conflict appeared to 
resolve itself during the research process as a number of the caregivers reported appreciating 
the opportunity to talk openly about their experience. They described the interview procedure 
as an opportunity to tell their caregiving story and reflect on how far they had come and how 
much they had benefited from engaging with the MBSR programme. 
5.8 Study Conclusions   
The current study is the first to use IPA to explore caregivers of stroke survivors’ lived 
experiences of MBSR. Based on caregivers of stroke survivors’ accounts in combination with 
the researcher’s interpretations, the current study suggests that MBSR has the potential to 
promote the well-being of caregivers of stroke survivors and support them to manage the 
psychological symptoms that impact them in their caregiving role. It is important to underscore 
the fact that research in this area is in its infancy. There are still many questions that remain to 
be addressed, as highlighted in suggestions for future research. The present study, however, 
serves to describe novel findings and key learnings related to caregivers of stroke survivors’ 
participation in MBSR, providing rich insights into their lived experience of the programme 
and how it supported them in their caregiving role. Caregivers are an essential resource and the 
psychological needs of caregivers of stroke survivors must be addressed in order to safeguard 
their mental health and to sustain them in their caregiving role. It is hoped that this study will 
stimulate further reflection and research on the role of MBSR in addressing the frequently 
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Dear Mr/Ms NAME, 
 
I am writing to you regarding research that is taking place in the Mid-West Community 
Neuro-Rehabilitation Service, Limerick. From our records we identified that you previously 
attended this service as part of your rehabilitation after suffering a stroke. During that time our 
service could not offer any group based supports to your family member or friend who provided 
you with care. 
 
We are now offering a Mindfulness-Based Stress Reduction programme as a pilot to caregivers 
of individuals who have suffered a stroke and would like to invite the person who supported 
you after your stroke to attend. We use the term ‘caregiver’ in this research as it is commonly 
used to refer to anyone who provides assistance to someone else who, to some degree, requires 
support. This is part of a research project which aims to explore caregivers’ experience of the 
Mindfulness-Based Stress Reduction programme. While this project wishes to explore 
caregivers’ experience of the Mindfulness-Based Stress Reduction programme, there is the 
potential for caregivers to comment on your condition while discussing their caregiving 
experience.  Your medical records will not be accessed for the purpose of this research.  
 
If you are happy for your caregiver to take part in this research, please find enclosed a consent 
form for you to sign.  In this envelope there is also an information pack for your caregiver to 
read to understand more clearly the research project we are conducting. To ensure you have 
received this information and if you have any questions, you will be telephoned within a week 
of posting this letter.   If you would like more information about this research in the meantime 
please do not hesitate to contact Ms. Eleanor Moran (Psychologist in Clinical Training and 
researcher) on 061 483973 or email (eleanor.moran@hse.ie). She will be happy to answer any 




You have the right to decide whether or not your caregiver is recruited into this research study. 
If you do not wish for your caregiver to be recruited please do not sign the consent form and 
discard accompanying caregiver information pack enclosed in this envelope. 
 





Dr. Louise Peoples, Clinical Psychologist,  













I consent to my caregiver (NAME) _____________________________ to be recruited into 
this research project if she/he wishes to do so. 
 
I understand that this research does not involve accessing my medical records but that there is 
the potential for my caregiver to comment on my condition when discussing their caregiving 
experience. 
 
I understand that I have the right to refuse my caregivers recruitment to this research study and 
can do so by not signing the consent form and discarding accompanying caregiver information 
pack.  
 
    |     |  
---------------------------------------------------------------------------------------------------------------- 
Name (Block Capitals) | Signature  | Date 
 
Please do not hesitate to contact me if you have any questions/queries that you would like to 
discuss regarding this consent page.  
Ms. Eleanor Moran, Psychologist in Clinical Training  
Phone: 061 483973  
Email: eleanor.moran@hse.ie  
 















I am writing to you to invite you to participate in a research project. Please find enclosed 
an information leaflet on the project we are conducting in the Mid-West Community Neuro-
Rehabilitation Service. I have also enclosed a brochure which details the Mindfulness-Based 
Stress Reduction programme described in the information leaflet.  
We are holding an orientation evening on the Mindfulness-Based Stress Reduction 
programme on DAY/DATE/TIME. During the orientation evening will have an opportunity to 
learn more about the Mindfulness-Based Stress Reduction programme, and will experience, 
first hand, mindfulness meditation practice, and have an opportunity to ask questions, and make 
a decision about attending the programme and participating in this research project.  This 
evening will also provide you with the opportunity to meet with the clinicians who will be 
running the group (Senior Clinical Psychologists, Dr. Louise Peoples and Mr. Simon Wale). 
You will also meet myself, Ms. Eleanor Moran (Psychologist in Clinical Training) who will be 
carrying out the research and interviews after the programme if you decide to participate. 
If you would like to take part in this study and attend the Mindfulness-Based Stress 
Reduction programme the following steps are required: 
 Please confirm your attendance at the orientation evening by telephoning myself, Ms. 
Eleanor Moran or Dr. Louise Peoples on 061-483973 or email eleanor.moran@hse.ie. 
 Please read the attached information leaflet outlining the study. 
 Please attend the orientation evening on DAY/DATE/TIME. 
 Please bring the consent form signed by the person you are caring for.  
 
I am more than happy to discuss any aspect of this study if you have any questions. Please do 
not hesitate to contact me by telephone on 061-483973 or email at eleanor.moran@hse.ie, or 
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my research supervisor and facilitator of the group, Dr. Louise Peoples by telephone on 061-
483973 or by email at louise.peoples1@hse.ie as you may have some questions/queries you 
would like answered before deciding to attend the orientation evening. 
 
 
Thank you for taking the time to read this. 
 
Yours sincerely, 
Ms. Eleanor Moran  













Principal investigator’s name: Dr. Louise Peoples  
 
Principal investigator’s title: Clinical Psychologist 
 
Telephone number of principal investigator:  061- 483973 
 
Dear potential participant,  
You are being invited to take part in a research study to be carried out at the Mid-West 
Community Neuro-Rehabilitation Service in St Camillus’ Hospital. Before you decide whether 
or not you wish to take part, you should read the information provided below carefully and, if 
you wish, discuss it with your family, friends or GP (doctor).  Take time to ask questions – 
don’t feel rushed and don’t feel under pressure to make a quick decision. You should clearly 
understand the risks and benefits of taking part in this study so that you can make a decision 
that is right for you. This process is known as ‘Informed Consent’.  You don't have to take part 
in this study. If you decide not to take part it won’t affect the future medical care of the person 
you are caring for. You can change your mind about taking part in the study any time you 
like.  Even if the study has started, you can still opt out.  You don't have to give us a reason.  If 
you do opt out, rest assured it won't affect the quality of treatment the person you are caring 











Why is this study being done? 
 
The purpose of this research is explore your experience of participating in an 8-week 
Mindfulness-Based Stress Reduction (MBSR) programme and any impact the programme may 
have on well-being and your caregiving experience.  
 
What is Mindfulness? 
 
Mindfulness is about the importance of attention and awareness.  When we pay attention to 
what is actually happening to us, rather than our worries about what might happen, or regrets 
about what has happened, we can learn how to relate to our experience in a different way. It 
also helps us to respond to situations rather than react to them. Mindfulness is a way for you to 
experientially learn to take better care of yourself through exploration and understanding of the 
interactions of the mind and body. In doing so, you can help mobilise your own inner resources 
for coping. The Mindfulness-Based Stress Reduction programme is a great introduction to the 
practice of mindfulness. 
 
What is Mindfulness-Based Stress Reduction? 
 
Mindfulness-Based Stress Reduction (MBSR) is an 8-week training programme in mindfulness 
exercises.  It involves practical training with a group of 10-15 people in mindfulness techniques 
as well as the provision of guided meditations to assist in personal mindfulness practice.  
Mindfulness-Based Stress Reduction is not group therapy or any kind of psychotherapy at all.  
It is a structured training in applying mindfulness to your own life, including your physical 
health, your emotions, your thoughts and your relationships. MBSR uses exercises and 
techniques that are easy to understand and once learned, can be used every day to help keep 
calm and reduce emotional reactivity to frustrations that arise in our daily lives. Within the 
programme you will not be asked to share the context of the things that have happened or are 
happening in your life rather the focus is on our own reactions and responses to our current 
state of being as we take the programme. The hope is that you will build resources to take the 
tools with you when you leave the programme and be able to integrate them into your normal 
day-to-day routine.  
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Why am I being asked to take part? 
 
You have been invited to take part in this study because you are a carer of someone who has 
suffered a stroke. 
Do I have to take part?  
 
It is up to you to decide if you wish to take part.   If you decide to take part, we will ask you to 
sign a consent form.  However, you are free to withdraw from the study at any time, without 
having to give a reason. If you decide to withdraw from the study at a later date any information 
about you or provided by you will not be included in the study if you do not wish it to be. The 
standard of care that the person you are caring for will receive will not be affected whether you 
do or do not decide to take part. 
 
How will the study be carried out? 
 
The Mindfulness-Based Stress Reduction Programme will take place on (DAY/DATE/TIME) 
and will run for 8 weeks in the (Location-Mid-West Community Neuro-Rehabilitation 
Service). The programme will be led by Clinical Psychologists, Dr. Louise Peoples and Mr. 
Simon Wale. You will be invited to attend an orientation evening before the programme begins. 
During this orientation evening you will learn more about the Mindfulness-Based Stress 
Reduction programme, and will experience, first hand, mindfulness meditation practice, and 
have an opportunity to ask questions, and make a decision about attending the programme and 
participating in this research project.   
 
What will happen to me if I agree to take part? 
If you consent to take part you will be asked to fill out a questionnaire about your caregiving 
experience at the orientation evening. This will take approximately 5-7 minutes. The main aim 
of the study is to explore the personal experience of carers completing the Mindfulness-Based 
Stress Reduction programme through interviews.  Therefore once you have completed the 
programme (or stopped attending due to unforeseen circumstances), Ms. Eleanor Moran 
(Psychologist in Clinical Training) may invite you to attend an interview in a location that you 
feel comfortable with. In similar studies previously, interviews have taken place in the 
interviewees’ home as this involves less disruption for study participants. Alternatively 
interviews may take place in the Mid-West Community Neuro-Rehabilitation Service. The 
location of the interview is therefore your choice. The interview will last for approximately 
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1hr/1hr 30mins and will be tape recorded.  The interview will consist of questions regarding 
your experience of the programme (e.g. what did you find most helpful about the programme?, 
has your life changed in any way since completing the programme?).  The interviews will be 
analysed for research purposes if you agree. 
What are the benefits? 
 
The information gathered in this research will help us to understand participants’ experience 
of the Mindfulness-Based Stress Reduction programme. In conducting this research we hope 
to help improve services provided to caregivers. Your participation will help to shape services 
in the future for caregivers of stroke survivors.  Similarly this research will benefit Ms. Eleanor 
Moran as it will count towards her academic qualification (Doctorate in Clinical Psychology) 
at the University of Limerick. 
 
What are the risks? 
 
There are a number of instances in which we would not advise you to participate in the 
Mindfulness-Based Stress Reduction programme as it could be potentially harmful to your 
mental health and put you at risk. The following are a list:  
 Suicidality  
 Psychosis (not treatable with medication) 
 Post-Traumatic Stress Disorder 
 Clinical Depression or other major psychiatric diagnosis (if this interferes with 
participation in the intervention)  
 Social anxiety (difficulty being in a group situation) 
 Active substance dependence  
 Inadequate comprehension of English language (in which intervention is taught) 
 
If you are experiencing any of the above we do not advise that you attend the programme at 
this time. If you would like to discuss this please do not hesitate to contact me on the details 
below. When choosing to participate in an MBSR programme, self-pacing and judgment are 
encouraged and are essential. We understand that by taking part in the study there could be 
times when you may require additional emotional and psychological support. Should this be 
required, we will make arrangements for this through the Mid-West Community Neuro-
Rehabilitation Service. Similarly if at any stage you find the interview process or questionnaire 
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assessment stressful, it will be terminated immediately and support will be provided through 
the Mid-West Community Neuro-Rehabilitation Service. All research in The Mid-West 
Community Neuro-Rehabilitation Service is looked at by an independent group of people, 
called a Research Ethics Committee to protect your safety, rights, wellbeing and dignity. This 
study has been reviewed by the Health Service Executive (HSE) Mid-West Research and Ethics 
Committee.  
 
Will it cost me anything to take part? 
 
Participation in the Mindfulness-Based Stress Reduction programme is free of charge. 
 
Is the study confidential? 
 
Only members of this research study team will have access to your information. The dictaphone 
on which your interview will be recorded will be kept in a locked filling cabinet. Once the 
interviews have been transcribed the audios will be deleted and destroyed. All transcribed data 
will be kept on a password encrypted computer. We will endeavour to maintain confidentiality 
regarding any information which you give us, by coding the transcripts of interviews. The 
measures you fill out at the orientation evening will be coded and kept in a locked filling 
cabinet. Only the research team members will have access to these codes. The results of this 
study will be written up as part of Ms. Eleanor Moran’s thesis for her Doctorate in Clinical 
Psychology and in addition may be published in a scientific journal and/or presented at 
scientific meetings both nationally and internationally, but again without revealing the identity 
of any research participant. The information in this study will be retained for a period of seven 
years as per Health Service Executive (HSE) guidelines. If at any stage you would like the 
information you provided for this research study to be destroyed, a member of the research 
team will do so.   
 
Where can I get further information? 
 
If you would like more information regarding this project, please do not hesitate to contact me, 
Ms. Eleanor Moran on the following email (eleanor.moran@hse.ie) or telephone (061-








Ms. Eleanor Moran   Dr. Louise Peoples 
Psychologist in Clinical Training Senior Clinical Psychologist 
School of Psychology   Mid-West Community Neuro-Rehabilitation Service 
University of Limerick  St Camillus’ Hospital  
Phone: 061 483973   Phone: 061 483973 
Email: eleanor.moran@hse.ie  Email: louise.peoples1@hse.ie 
 
















I have read and understood the Information Leaflet about this research project.  
The information has been fully explained to me and I have been able to ask 
questions, all of which have been answered to my satisfaction. 
Yes  No  
I understand that I don’t have to take part in this study and that I can opt out at 
any time.  I understand that I don’t have to give a reason for opting out and I 
understand that opting out won’t affect the future medical care of the person I 
am caring for.  
Yes  No  
I am aware of the potential risks of this research study. Yes  No  
I have been assured that information about me will be kept private and 
confidential. 
Yes  No  
I have been given a copy of the Information Leaflet and this completed consent 
form for my records. 
Yes  No  
Storage and future use of information: I give my permission for information 
collected about me to be stored or electronically processed for the purpose of 
scientific research. 




    |    |  
---------------------------------------------------------------------------------------------------------------- 
Name (Block Capitals) | Signature | Date 
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To be completed by the Principal Investigator or nominee (Ms. Eleanor Moran).  
I, the undersigned, have taken the time to fully explain to the above participant the nature and 
purpose of this study in a way that they could understand. I have explained the risks involved 
as well as the possible benefits. I have invited them to ask questions on any aspect of the study 
that concerned them. 
 
    |     |   | 
---------------------------------------------------------------------------------------------------------------
Name  (Block Capitals) |  Qualifications | Signature | Date 




Appendix G: Caregiver Questionnaire  
CAREGIVER BURDEN: Zarit, S. H., Bach-Peterson, J., & Reever, K. E. (1980). Burden 
Interview. The gerontologist (reference will be excluded from participant form).  
INSTRUCTIONS:  The following is a list of statements which reflect how people sometimes 
feel when taking care of another person.  
After each statement, indicate how often you feel that way: never, rarely, sometimes, quite 
frequently, or nearly always.  
There are no right or wrong answers.  
1.  Do you feel that your relative asks for more help than he or she needs?  
 Never          
 Rarely       
 Sometimes        
 Quite frequently        
 Nearly always 
2.  Do you feel that, because of the time you spend with your relative, you don't have enough 
time for yourself?  
 Never          
 Rarely       
 Sometimes        
 Quite frequently        
 Nearly always 
3.  Do you feel stressed between caring for your relative and trying to meet other 
responsibilities for your family or work?  
 Never          
 Rarely       
 Sometimes        
 Quite frequently        




4.  Do you feel embarrassed about your relative's behaviour?  
 Never          
 Rarely       
 Sometimes        
 Quite frequently        
 Nearly always 
5.  Do you feel angry when you are around your relative?  
 Never          
 Rarely       
 Sometimes        
 Quite frequently        
 Nearly always 
6.  Do you feel that your relative currently affects your relationship with other family members?  
 Never          
 Rarely       
 Sometimes        
 Quite frequently        
 Nearly always 
7.  Are you afraid about what the future holds for your relative?  
 Never          
 Rarely       
 Sometimes        
 Quite frequently        
 Nearly always 
8.  Do you feel that your relative is dependent upon you?  
 Never          
 Rarely       
 Sometimes        
 Quite frequently        




9.  Do you feel strained when you are around your relative?  
 Never          
 Rarely       
 Sometimes        
 Quite frequently        
 Nearly always 
10.  Do you feel that your health has suffered because of your involvement with your relative? 
 Never          
 Rarely       
 Sometimes        
 Quite frequently        
 Nearly always 
11.  Do you feel that you don't have as much privacy as you would like, because of your 
relative?  
 Never          
 Rarely       
 Sometimes        
 Quite frequently        
 Nearly always 
12.  Do you feel that your social life has suffered because you are caring for your relative?  
 Never          
 Rarely       
 Sometimes        
 Quite frequently        
 Nearly always 
13.  Do you feel uncomfortable having your friends over because of your relative?  
 Never          
 Rarely       
 Sometimes        
 Quite frequently        
 Nearly always 
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14.  Do you feel that your relative seems to expect you to take care of him or her, as if you 
were the only one he or she could depend on?  
 Never          
 Rarely       
 Sometimes        
 Quite frequently        
 Nearly always 
15.  Do you feel that you don't have enough money to care for your relative, in addition to the 
rest of your expenses?  
 Never          
 Rarely       
 Sometimes        
 Quite frequently        
 Nearly always 
16.  Do you feel that you will be unable to take care of your relative much longer?  
 Never          
 Rarely       
 Sometimes        
 Quite frequently        
 Nearly always 
17.  Do you wish that you could just leave the care of your relative to someone else?  
 Never          
 Rarely       
 Sometimes        
 Quite frequently        




18.  Do you feel uncertain about what to do about your relative?  
 Never          
 Rarely       
 Sometimes        
 Quite frequently        
 Nearly always 
19.  Do you feel that you should be doing more for your relative? 
 Never          
 Rarely       
 Sometimes        
 Quite frequently        
 Nearly always 
20.  Do you feel that you could do a better job in caring for your relative?  
 Never          
 Rarely       
 Sometimes        
 Quite frequently        
 Nearly always 





Appendix H: Semi-Structured Interview Protocol  
Instructions for Researcher 
1. Background to study – Review Information sheet  
2. Appreciation for participation  
3. How data will be used  
4. Confidentiality 
5. Voluntary nature of participation  
6. Audio Recording  
7. Duration of Interview 
8. Consent form reviewed  
9. Questions 
Demographics 
 What age are you? 
 What is your relationship to the person who suffered a stroke? 
Questions 
This list will guide the researcher. It does not have to be adhered to systematically or 
completely. The participant’s response will guide the questions also.  
 Tell me about your experience of being a caregiver. 
 How do you cope with/manage the challenges of your caregiving role. 
 Tell me about your experience in the MBSR programme.  
 Why did you decide to participate in the MBSR programme?  
 What effects, if any, have you noticed since participating the MBSR programme?  
 What role does mindfulness-based practice play in your caregiving role?  
 Why did you continue to come to the MBSR programme?  
 Has your participation in the MBSR programme had an impact on your caregiving? If 
so, how? 
 Have you ever participated in MBSR/caregiver programme before? 
 Was it difficult to complete home practice (given the time consuming nature of your 
role as caregiver)? How did you make space? 




 Which aspects of the programme did you find most helpful/beneficial? 
 Which aspects of the programme did you find most challenging? 
 Has any area of your life deteriorated since completing the MBSR programme?  
 Is there anything that I have not covered that you would like to add? 
Prompts:  
 How did you feel about it? How did that make you feel?   
 So what did you do?   
 What was that like for you?   
 What were you thinking at the time?   
 Can you tell me more about that?   
 What do you mean by ….?    
 How did you cope?   
 What happened next? 
Closing  
1. Review concluding information sheet (background to study, confidentiality, how data 
will be used) 
2. Appreciation for participation 
3. Provide contact details 








Appendix I: Extracts from Research Memos  
In order for previous experiences and assumptions of the researcher to be utilised and 
monitored while conducting this study, the researcher used reflective memos. A sample of these 
memos are provided below. The researcher documented all aspects of her research journey (e.g. 
research idea formulation, interviews, data analysis, and write up) in order to record her 
thoughts, feelings and interpretations about the research. 
04/04/17: Reflections on Mindfulness-Based Stress Reduction Participation 
In order to enhance the depth and breadth of qualitative research, Toma and colleagues (2003) 
recommend getting as close to participants’ experiences as possible. I completed MBSR prior 
to conducting the research in order to experience from a personal perspective the phenomenon 
of mindfulness. I found that applying even the most basic principles of mindfulness resulted in 
positive changes to the way I thought, felt and behaved. I believe mindfulness has the ability 
to foster something new and restorative within those who are open to it. 
25/01/17: Reflections on Methodology 
I reflected on the idea of completing a qualitative research study. I was nervous and 
apprehensive about my limited experience in this area but certain that a qualitative 
methodology would be the best fit for the current study. I started to think about the fact that in 
the literature qualitative research has been referred to as a ‘soft option’, with criticisms such as 
it lacks scientific rigor and is open to possible bias. I began to read the literature pertaining to 
qualitative research, and in particular its utility in evidence-based practice. At this time, my 
main concern was: How can I ensure the integrity, quality and validity of my qualitative 
research? It struck me that reporting qualitative findings relies heavily on language and words 
to express to the reader the results of the study - numbers are the same in any language. I came 
to understand the importance of my findings being adequately reported through detailed 
descriptions of the analytical process. Reading the literature on documenting the analytical 
process was helpful and decreased my worries.  
02/08/17: Interview 3  
I was struck by her use of the word ‘prison’ in the interview referring to her experience of being 
a stroke caregiver. I felt a surge of emotion hit me in the interview and I wondered if my mother 
resonated with what she had said. I reflected on the stoic presentation of the women sitting in 
front of me and contrasted this with the insights she provided me with on the suffering she 
experienced in her caregiving role. 
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03/08/17: Interview 9 
This man’s sense of appreciation of the programme was powerful. The programme represented 
recognition to him that he was a caregiver, and that his needs are important. I was motivated 
by how much he reported benefitting from the group and it reminded me of the benefit of this 
programme to caregivers.  
After this interview I decided to write a note for myself and put it on my wall to remind me of 
the impact the MBSR programme has had on caregivers’ lives. I thought this might be a helpful 
reminder to me of why I started this project in the first place, and might help me through the 
‘dark days’ of thesis in the future (that I have heard about!).  
06/08/17: Interview 5 
I felt really positive after this interview. I got a real sense of energy from her when she talked 
about how she benefitted from the programme. In the interview her body language was so 
positive, she was smiling and laughing recounting her caregiving story and her MBSR 
experience. Her interview was very powerful in terms of the changes that she reported. She 
reflected on how it changed her life. In that moment I was in awe of the power of mindfulness 
and the group itself. As I drove home I began to wonder what was so special about MBSR; was 
it the members in the group? Can this kind of impact be replicated for other caregivers? Or was 
this just a special group of people? Was it by chance that the group clicked or was it something 
about the MBSR environment and its teachings that brought about change? I began to think 
about the possible themes of the study.  
13/10/17: Supervision  
The sheer amount of data gathered appeared overwhelming to me. I brought this to supervision. 
Reflecting on my personal characteristic of being organised, the task of ‘organising’ the data, 
or even figuring out where to start was very daunting. I read and re-read the IPA book by Smith, 
Flowers and Larkin. I reflected on the job at hand; to attempt to understand what it is like to 
stand in the shoes of caregivers who had gone through MBSR, although being aware that this 
would never be completely possible.  My supervisor highlighted that qualitative analysis is not 
straight-forward, and that it would be time consuming and ‘messy’.  
After this supervision I began the analytical process by engaging in multiple readings of the 
interviews, immersing myself in the data. I used my reflective memos to recall the participant’s 
faces and the atmosphere of the interview. I noted that further reading and listening to the 
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recordings provided new insights. I am still trying to understand the double hermeneutic, and 
how to achieve this whereby ‘the researcher is trying to make sense of the participant trying to 
make sense of what is happening to them?’ 
12/11/17: Initial Coding   
I am finding the descriptive comments easy to complete. I wonder if I am missing something 
in simply writing on the content of what the caregivers are saying. I find myself taking things 
at face value. I re-read the analysis chapter and reassured myself that I am on the right track 
and that as analysis develops, richer accounts of the meaning will develop. I am finding the 
process of developing linguistic comments very intriguing. So much can be learned from the 
words and metaphors employed by caregivers. The pauses, repetition and even the degree of 
fluency in caregivers’ accounts is providing valuable insight into their experiences. I am 
invigorated by this process and finding it significantly easier than making conceptual notes. I 
am finding the conceptual noting very time consuming. I am wary of my timeline and of how 
long this process is taking. I wonder if my conceptual analysis is being hindered by the pressure 




Appendix J: Extract IPA Data Analytic Process  
 
Emergent Theme Original Transcript Exploratory Comments 
Pressure  
 
Before / After course : change  
 
 




Making time for self (Self-Care) 
Participant: But how could I explain it…I’m totally chilled out now whereas 
before I worried about everything…the boys fighting I would have to go 
between them, whereas now I’ll say, I’ll sit back and say “Off with you, fight 
away, if ye hurt each other don’t come crying to me”. Or I’ll go away out in 
the yard and walk around. Whereas before now, I would have to get stuck in 
and be like, you can’t be doing this now and I’d get angry and they would be 
angrier….yeah….totally chilled out completely. I found it so relaxing and it 
was just….brilliant…..yeah…..and I still do it. I’d get up now, I get up early in 
the mornings now and after about an hour I would go away in the sitting room 
and lock the door and that’s my time. 
Before / After mindfulness 
Before she was filled with worry (e.g. boys fighting): Now 
she reacts differently – takes step back 
Now – leaves situation – new coping strategy 
Before – stuck in, get angry – situation would escalate  
Now – chilled out – change of emotions/reactions 
Found meditation - Relaxing -  continues to practice – 
morning routine  
My time – makes space for herself – protected time  
 Interviewer: What was it about the mindfulness that brought about this 
change? 
 
Interviewer reflecting on the change in her  








Acceptance of Self   
Limits of Self 
Participant: It made me relax more, yeah….made me relax completely more, 
just zoomed out of everything, whereas I was going 24/7, going ….going 
…..going. There was not enough hours in the day, whereas now I say…Ok if 
this isn’t going to get done today there is no hour gone out of tomorrow and 
I’ll do it tomorrow. Whereas before the course… before the mindfulness I 
would say “I have to do this today and it has to be done today and I have to get 
it sorted, or clean the house or whatever. But now if the house isn’t clean when 
I’m gone to bed I’ll say fine, I’ll do it tomorrow whereas before I could be up 
Relax more/ going- repetition 
Zoomed out – gave her distance to see things more clearly  
24/7 – sense of constant going - repetition 
Before: not enough hours in the day – imagery of time 
running away on her  
Now – acceptance of limits of ability or capacity 
 Not putting as much pressure on self   







until 2/3 in the morning trying to get things done, whereas now I’m like 
no….no…no not going there.  
Before  – have to - pressure on self to do 
Now – acceptance / awareness of limits / being ok with 
things not being completed 
Before – putting self under pressure / striving / sacrificing 
own health  
Now – not going there- what was this place like? 
  
Interviewer: Has this change has an impact on your mental health? 
 
Investigating changes in mental health following on from her 
comments about before course and present  
Stress Reduction:  











Present Moment Focus  
Participant: Yes! I’m not as stressed. As the boys said to me you seem to be 
in good form a lot of the time now… (Laughs). Whereas before I use not to. I 
used to suffer very bad with headaches, but that was stress…….and now I may 
get them once maybe twice a month….chilled me out completely….yeah. And 
if I’m doing something and my husband says will you give me a hand and I’ll 
say I’ll give you a hand when I have this done now whereas before I would 
drop everything and go running.  As I says now, no I’m finishing this now and 
then I’ll give you a hand. I painted the house there a couple of weeks ago…it 
took me 3.5 weeks. He didn’t lift a paint brush to help me…now…..before the 
mindfulness I would have ….I wouldn’t have spoken to him, there would have 
been war. But since that I’ve been like no, I’ll do it on my own, I’ll get it done, 
I won’t ask him for help, nothing…and I’ll do it myself and I’ll see if he will 
help and if he does, he does and if he doesn’t, and I just worked away at my 
painting…..life is…I don’t know…it seems …so easier…and I just take every 
day now as it comes, there is no planning this and….no ….no…….no.  
Stress reduction as a result of course  
Family noticing changes in her mood since completing the 
course  
Change in physical health: Suffered physical pain 
(headaches), believes stress related now these have resolved 
– attributed changes to course engagement- mindfulness has 
power to relive physical ailments! 
 
Explains to husband that she will help him when she has 
time, instead of dropping everything in that second and 
running to him – different reaction to demands on her, takes 
her time , does at own pace.  
Completed major job on her own without help from husband. 
Normally she would have reacted badly to his lack of help –
war / not speaking  
Having completed course, sense of non-expectation of others 




Now - Life seems easier 
taking every day as it comes – deal with things as they 
happen, not to make plans or worry about the future  
repetition of ‘no’ – adamant in her convictions to change  
 
 Interviewer: I’m struck by what you are saying.  Interviewer reflecting amazement 





Better communication with family 
member 
Participant: Every day is just as it comes….whereas before if I was going 
anywhere…...all you would hear is….where are you going, how long will you 
be, when will you be home? Whereas now I said, look,  I am going to (Town 
Name) tomorrow at half 1, expect me when you see me, the dinner is ready for 
ye, and I’ll be home when I’m home, no phone calls or nothing and all that is 
stopped. Yeah……and I can sit down now and say to him, whereas before I 
would nearly be, I’d be nervous saying to him that he would take it up the 
wrong way or that he would pounce on me.  
Present moment focus – Acceptance of the present moment  
Past – inundated with questions about her plans  
Now – changed reaction to questions - explain the plans to 
family and requests to not be disturbed – family responded to 
her request.  
Change in her ability to communicate with husband.  before 
– worried that he would pounce/take up wrong way- sense of 
fear 




Change in Responding 
Participant: I’ll sit him down now and I’ll say I don’t like the way you are 
doing this or would you think about changing your attitude towards something 
else whereas before I wouldn’t….no…no I wouldn’t know what way he would 
take it before….and maybe my tone of voice would have been a lot different 
then, whereas Facilitator 1 and 2 have told me, just relax. I don’t be, when I am 
having a conversation with him I don’t raise my voice, my voice is the same 
level….even with the boys…I even said it to Facilitator 1…I’d say they are 
still laughing.  
Present - better communication with husband - increased 
honesty? without worrying about his reactions 
Past – uncertain of his reactions – afraid of his reactions?  
Tone of voice different - Taking ownership of her own 
communication style – changed it – relaxed/don’t raise voice 
Similar change in communication style with children  
  




Change in Responding  
 
 
Present Moment Focus 
Participant 4: Yeah. The boys have, yeah. My husband said there are 
somethings now you would get uptight over whereas now you 
don’t…………… my sister, one of my sisters, I have (number) sisters, we all, 
the eldest would be very close to one. If we need anyone or anything we all go 
to (name) like, and she said, yeah, she has noticed an awful change in me as 
well. I just take every day as it comes now, what’s the point in panicking and 
there is no hour gone out of tomorrow, yeah…it’s brilliant. 
Family have noticed change in her, while before she was – 
uptight.  
 
Good support network of sisters 
Closest sister noticed big change in her  
Repetition – take every day as it comes - deal with/ manage 
things as they occur, as opposed to planning for them 
beforehand and worrying  
 Interviewer: Why did you continue to participate in the MBSR?   
 
 
Pressure on Self 
 
 
Realising importance of Self-Care   
 
Reflection on Self-Care/ 







Reflection on Own health/ 
 Fragility of life  
Participant: Mmm, It made me feel better, in myself…..you know that. How 
will I describe this? I thought I wasn’t doing enough…..I know I was doing 
everything….well I wasn’t doing everything like but…I just thought, look. I 
wasn’t really doing…I thought I could do a lot more….I should be doing a lot 
more……whereas for everybody else, whereas the course was kind of for me, 
you have got to take care of yourself…if you don’t look after yourself you’re 
not going to be able to look after your partner, your children, you mother in 
law, sisters, mother, fathers, whatever….and the course was all about me, how 
I can look after myself and how I can see things now….I can see things now in 
a total different way whereas before I used to panic and stress out over money, 
homework, stupid things, whereas now I don’t. You have to look after yourself 
if you…..for to be there to look after my children, my husband, yeah….the 
course was for me…..and Facilitator 1 teaching us and Facilitator 2 how ye 
need to be cared for as well. Ye need to look after yourselves, because if 
something happens to ye. Like I have said it to mam, since the course I have 
thought an awful lot about what if something happened to me, what would 
happen if I had a stroke in the morning or…I know in my heart my husband 
Sense of improving well being maintained commitment to 
group 
Past – believed wasn’t doing enough (even though aware she 
was doing almost everything) – believed she could do more/ 
should be doing a lot more : pressure on self to do more  
Course for her– developed realisation of the importance of 
self-care in sustaining her to look after others. 
Focus of course on her on self-care  
New outlook since participating in course; prior to course 
stress and panic over finances, etc. 
Present – realisation that self-care important in order to be 
able to look after others : self-sustainability through taking 
care of self  
Learning from session - she needs to be cared for as well and 



















Present Moment Focus 
 
 
wouldn’t cope, there wouldn’t be a hope that my husband would cope....and it 
would all be left up to my family, cause I know his family wouldn’t, no, no 
and…..I’ve looked at it in ways…..my children are my priority and my children 
will come before anyone else, and in saying that now, don’t get me wrong I 
love my husband, to the moon and back but my mother and father will come 
before him any day of the week and my 3 children and then I will look…ill sort 
whatever out with him….but my 3 boys….and I want to be around…so there 
is no point in stressing yourself out or no point in panicking over money and 
getting worried over this bill and that bill, they will all get paid, might not be 
tomorrow or the day after but they will get paid. There is no point in 
stressing…and that’s exactly…I wasn’t sleeping at night….my cholesterol had 
got to 9.4 and my blood pressure was going through the roof, and I said hold 
on now I am heading straight down the same road as my husband is after going 
and I said no….and that course helped me….turned me around….I just take 
every day as it comes now….yeah…..yeah….I thought it was the 
best…..brilliant….fantastic. 
Course initiated reflection on fragility of life Believes that 
husband wouldn’t cope and that her family would be left to 
deal with it – emphasis on husband not being able to cope  
 
Reflection that she is prioritising her children now  
Reflects that she loves husband but that her immediate 
family will come before him 
 
I want to be around – realisation that she might not have 
been if she kept going the way she was going?  
No point stressing / panicking / worrying over money – is 
that something that usually stresses her? Accepting that 
things will happen when they happen and that worry won’t 
help.  
Health problems; Poor sleep, High cholesterol, high blood 
pressure – stress related issues  
Hold on – stopped and realised that she could be potentially 
heading for stroke if something didn’t change  
course helped me…turned me around – she changed 
direction on the way she lives her life with help from the 
course 
take every day as it comes now- deal with things as they 
occur as opposed to planning for them  
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Appendix K: Various Aids for Theme Development Process 
Excel Document to Support Organisation of Emergent Themes 
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